The RHODE ISLAND MEDICAL JOURNAL 


VOL. XLIII 


FEBRUARY, 1960 


NO. 2 


CLINICAL IMPORTANCE OF OVERT AND HIDDEN DEPRESSION * 


WENDELL S. MUNCIE, M.D. 


The Author. Wendell S. Muncie, M.D., of Baltimore, 
Maryland. Associate Professor of Psychiatry, Johns 
Hopkins University. 


HAVE BEEN LED to discuss the topic of depres- 

sion on this occasion because of its great prac- 
tical importance in the handling of a large variety 
of complaints ; because of dissatisfaction with our 
present diagnostic concepts; and because of my 
own changed views regarding the subject since my 
earlier hospital years. 

We were taught by Adolf Meyer that depression 
was one of the all-embracing, essentially nontopical 
affective reactions, an over-all reaction, involving 
the whole person. It can occur in many varieties, 
dependent on the personality involved, with or 
without hereditary factors, and the classic manic- 
depressive psychosis is only a special variety of it. 

One of the beauties of private practice is its free- 
dom from the necessity of making official diag- 
noses. And this freedom rids us of the restrictions, 
ambiguities, even falsities, involved in conforming 
to the categories of the A.P.A. classifications. Yet 
with this freedom goes a real obligation to try to 
get close to the core of the problem as it is pre- 
sented by each patient. 

The first things that history teaches us concern- 
ing depression are 1) its significance as an about- 
face in the usual personality ; 2) its variably plaus- 
ible relationship to provocative factors; and 3) its 
phasic character, the patient returning to his usual 
personality functioning. 

The common core of depression is a feeling of 
loss of spontaneity, of enthusiasm, of interests, and 
a total inability to do anything to right this state 
of affairs. This has the character of an occupa- 
tional disability, at least in those people whose 
occupations may be said to have embraced their 
innermost needs and rewards. For example, priests 
and rabbis and ministers when depressed report a 
loss of the feeling of communion with God ; teach- 
*Presented before the Rhode Island Hospital House Offi- 
cers’ Association, at Providence, Rhode Island, November 
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ers can’t project their material to the students; 
physicians are of no help to their patients; those 
with a high urge for sexual performance complain 
of impotency and loss of desire; and those with a 
concern for health offer hypochondriacal com- 
plaints. In depression that aspect of personality 
most prized becomes victimized by the process. 

The sense of the loss of spontaneity and defeat- 
ism can result in 1) simple loss of activity—an 
asthenic attitude, 2) or agitation or anxiety as a 
reaction of uneasiness at the victimization, depend- 
ing on the balance of passive or aggressive aspects 
of the personality. Meyer noted long ago the prev- 
alence of simple retarded depressions in rural folk. 
Such reactions seem to me to be rare today, and I 
would link this with the change in the status of 
the rural worker, who lives no longer in a passive 
attitude to fate (as weather), but actively opposes 
his fate by most of the devices of social security 
common to his city cousin. Today anxious, agi- 
tated depressions appear to be more the rule. 

Loss of spontaneity—viewed also as loss of abil- 
ity to discharge his duties—may then give rise to 
feelings of unworthiness, self-blame, sin, guilt, re- 
ferring to the disturbed relationship between the 
ego and the superego; the more rigid the latter has 
been, the harsher is the judgment of the present 
inadequacy. 

Severity of the reaction is judged by 1) the 
relation to the provocation, 2) the displacement of 
the berating to the remote past and future, and 
3) the presence of more serious distortions of real- 
ity, as delusions and hallucinations. The last-named 
items are obvious extensions (not projections) of 
the affective tone, verifying and asserting it, rather 
than denying it (as in schizophrenic states ). 

In line with our present ideas of psychosis as 
implying a break with reality, depressions are 
called psychotic (in severe states ), and neurotic (in 
less severe states) involving no break with reality. 
But this latter term is much abused, and to my mind 
had best be eliminated in most instances. For real- 
ity judgment is distorted by depression with or 
without frank delusions and hallucinations, and 


can lead to suicidal preoccupations and gestures. 
continued on next page 
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I would call your attention to two recent publi- 
cations of special merit, namely, the report in the 
Canadian Psychiatric Association Journal of the 
McGill University Conference on Depression and 
Allied States (Montreal, Mar. 19-21, 1959) and 
the articles on Reactive Depression by Emil 
Gutheil and Manic-depressive Psychosis by Sil- 
vano Arieti in THE AMERICAN HANDBOOK OF 
Psycu1atry (Basic Books, N.Y.C., 1959). In the 
Canadian publication, deserving special mention 
are the contributions of Lehmann, Hoch, Roth and 
Hoff, for the careful delineation of the phenome- 
nology of depression, its dynamics, and differen- 
tial diagnosis. And in the other publications is pre- 
sented particularly well the current speculation 
concerning dynamics. All these articles however 
cling to certain differentiations embodied in tradi- 
tion and in our A.P.A. classification system which 
distinguish between reactive and endogenous de- 
pressions. The reputed distinctions have had, and 
continue to have today, impressive bearing on the 
judgment of the severity of the illness, the heredi- 
tary aspects, and the degree of responsiveness to 
psychotherapy or conversely to physical methods 
(specifically electroshock). These things cannot be 
denied nor does any responsible psychiatrist refuse 
consideration of these facts in treating the patient 
with depression. But the longer I see depressed 
patients, the less impressed I am with current con- 
cepts of essential phenomenology, differential diag- 
nosis and treatment. The case for depression today 
reminds me of the state of affairs in German psy- 
chiatry some fifty years ago when the contest was 
joined between the Kraepelinians and the followers 
of Bonhoeffer over the exogenic or symptomatic 
psychosis. The former, by assiduous effort, were 
able to point to items of differential diagnostic 
importance from the action of various exogenic 
factors. But Bonhoeffer contended that the like- 
nesses far outweighed the differences. This latter 
view is certainly the correct one. I have the same 
feeling about depression. Whether reactive (i.e., 
neurotic, according to the A.P.A. classification), 
or endogenous, most depression looks vastly alike 
after it once gets into operation. Differences arise 
as to the ostensible degree of provocation in life 
experience, and in the presenting complaints. But 
again all look much alike in the natural tendency to 
recovery—a fact known from ancient times, and 
on which we rely today, with all our modern meth- 
ods of attack. These methods accomplish only es- 
sentially a shortening of the illness (as with EST), 
symptomatic relief (with drugs), and a fuller 
understanding of the events as dynamic process. 
The last-named item may have no apparent influ- 
ence on the course and the outcome of the attack, 
but may furnish the patient with valuable material 
for the construction of a personal mental hygiene 
for his future use. 
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Reactive Depression and Endogenous Depression 


In regard to the traditional psychiatric distinc- 
tion between reactive depression and endogenous 
depression.' As I understand it, in the former is to 
be found abundant provocation in the immediate 
past or present, the expected response to which, in 
most anyone sensitized to the provoking situation 
by past experience, would be depression. If we are 
to be consistent, the term “reactive” should also 
include reactivity or response to psychotherapy. It 
is my experience that this is not the case in most 
cases so labeled. In fact, probing analytic therapy 
in such instances commonly intensifies the depres- 
sion, introduces a frantic straining on the part of 
the patient for the healing memories which do not 
come, or which turn out to be only grist to his self- 
depreciation. Panic and suicidal gestures may then 
ensue. In most such cases, by contrast, active sup- 
port to the patient’s hurt ego, reassurance as to the 
transient nature of the illness, and the invitation to 
the patient to discuss any items or worry or pre- 
occupation which he cares to, will lead to ventilation 
of immediate and more remote problems, in a set- 
ting which confidently looks forward to their utili- 
zation in the future, after the present blight has 
been lifted. The emphasis in the matter of the con- 
tent shifts it from an item obligatory for recovery 
to one of elective confiding looking to the develop- 
ment of an acceptable understanding of the situa- 
tion. Such a treatment attitude brings about a re- 
markable degree of relief and easing of misery and 
growing participation in treatment. Concurrently, 
I do not hesitate to use medication, or even EST 
to bring symptomatic relief. 

These cases are classed among the psycho- 
neuroses in our A.P.A. system of classification— 
and to me quite erroneously. For considering the 
totality of symptoms even to the suicidal gesture, 
I can see no definable difference between these 
depressions, once they are in operation, and the 
so-called endogenous varieties. I rather like a term 
coined by Johannes Lange: psychogenically in- 
duced endogenic depression. 

By endogenous depression is meant depression 
with no or trivial provocation, which may lead to 
distortion of reality, and which runs its own course 
and subsides. The classic example is the depression 
of manic-depressive psychosis. We may dispose of 
the distortions of reality and the tendency to run 
a self-appointed course ending in recovery by the 
statement that these things also apply to the so- 
called reactive depressions. It is circular reasoning 
to assert that a break with reality in the form of 
depressive delusions or hallucinations, which are 
admittedly only extensions of the inner feelings 
and evaluation of the self, in itself signifies an 
endogenic factor. For the impulse to suicide, ad- 
mittedly present in both types of depression, is 
itself the evidence of a false evaluation of reality. 
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I would be willing to use the diagnostic term “‘de- 
pression” and modify it with a clause explaining 
the degree of the distortion of reality. 

The critical significance of the term ‘“endo- 
genous” has to do with the apparent lack of life 
experience provocative for the reaction. This I 
cannot agree with. In my continuing experience 
with the manic-depressive reaction, for example, 
I see an abundance of provocative material from 
the far past, constituting determinants of char- 
acter of such a set nature that the patient lives 
continually with provocative elements—elements 
carried around within his own character structure 
and which thrive on “trivial” external factors. As 
Arieti has pointed out, these have to do with the 
“inner-directed” orientation—the person essen- 
tially being bound to the conception of what is 
expected of him by his milieu, in contrast with 
what is his own authentic desire. 

I stated above that the complaint had an occu- 
pational character, as such concerning itself with 
the absence of the rewards from those efforts of 
the highest importance to the patient’s evaluation 
of himself. It is to be noted that these complaints 
about the rewards may exist despite objective proof 
of the preservation of the effectiveness of the usual 
efforts. For example, the physician will discover 
after his recovery that the professional skill used 
with his patients was of the same quality he would 
normally have expected of himself. Only he suf- 
fered. From these complaints about the rewards in 
life we may infer that the patients so afflicted have 
been thoroughly indoctrinated with the philosophy 
of duty and responsibility, from whose carrying out 
they expect appropriate rewards as approval from 
the superego, derived from parental approval. In 
depression, the rewards vanish, and the feeling of 
the ability to do the tasks vanishes. The loss of the 
sense of spontaneity to me looks more and more to 
be the belated recognition of the contingent char- 
acter of all activity and a revulsion to this discov- 
ery. Yet such people are so totally lacking in honest 
spontaneity that the complaint even turns out to be 
spurious. The dependent clinging of the depres- 
sive patient is a caricature of the state of the infant 
who has not yet learned that life rests on contingent 
performance and rewards therefrom. 

To me much psychopathology of the most diverse 
sort comes about through the vagaries of the reso- 
lution of two opposing forces which must be at 
work in all people at a very early age: namely, the 
opportunity for free activity, giving rise to its own 
enjoyments, and perhaps enhanced by free ap- 
proval from mother; and the opportunity for 
activity carrying contingent approval from mother 
and bringing rewards in return. We may assume 
that the first-named activity is present at birth. But 
it is soon placed in competition with the second 


variety, the effort, conscious or unconscious, to 
train the infant. I believe that this is what the Rock- 
ville group* are concerned with in their analyses of 
manic-depressive patients. Rather than the ‘‘good- 
bad mother images,” I would label them images 
encouraging autonomy or/and homonomy, i.e., 
spontaneity or/and conformity following the gen- 
eral outline of personality development as formu- 
lated by A. Angyal.** Those people who succumb 
to the homonomy drive, manage in the course of 
time to convince themselves that their spontaneous 
interests rest with such a drive, and actually come 
to be quite unaware of the absence of the drive to 
authentic autonomy and spontaneity. It is the 
breakdown in this way of getting through life that 
has led to the use of the term “‘Decompensation in 
the compulsive character” for certain types of reac- 
tive depression, and I would add that the term 
might equally well apply to some manic-depressive 
depressions. I have seen families suffer this fate 
from one generation to another, offering alterna- 
tive interpretation to data usually looked on as 
hereditary. 

The Freudian speculation concerning the role of 
ambivalence in transforming mourning into melan- 
cholia has stood the test of time, but in a limited 
number of cases. This is the trouble with all dy- 
namic formulations. When one finds a nicely fitting 
theory, the tendency is to assume that it covers all 
cases. I am a good enough Meyerian to reject the 
likelihood of this being the case. 

A recent personal incident has sharply focused 
my attention on variants in normal mourning. My 
wife and I recently lost our closest friend of long 
years’ standing. In discussing our sense of loss, I 
was surprised to discover that my wife was griev- 
ing mostly empathically for our friend, less so over 
her own loss; while I was grieving largely over my 
loss and to a lesser extent over our friend. I wonder 
to what degree the proportions of such differently 
directed grief may play a part in transforming 
normal mourning into depression. 


Summary of Views on Depression 


Let me summarize my views about depression: 

Depression is a certain way of behaving, char- 
acterized by a loss of the sense of spontaneity and 
inability to make any successful move to restore it, 
a loss of the rewards from the usual sustaining 
efforts, and this may be complicated secondarily 
by self-blame, self-depreciation, ideas of sin, guilt, 
even delusions expressing this self-depreciation 
arising from the workings of the superego attuned 


*Gibson, R. W.; Cohen, M. B., & Cohen, R. A.: On the 
Dynamics of the Manic-depressive Personality. J.A.P.A., 
115:1101, June, 1959 


**Angval, A.: Foundations For a Science of Personality. 
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to our Greco-Judeo-Christian heritage. But in my 
experience the elaborations of self-depreciation, 
blame, sin and guilt are much less frequent today 
than in my earlier years in hospital work. This 
might be an expression of the fact that in my office 
practice I see less severely depressed patients, but 
I am more inclined to see this as a phenomenon of 
a change in the frame of reference of our society. 
To bewail the inability to do and to enjoy doing is 
more in keeping with our times, for good or ill, 
than is the assumption of guilt and sin for failure 
to do obligatory duties. I would see this change as 
one of the products of the social revolution of the 
last seventy-five years in which psychiatry and psy- 
choanalysis has had its part, and which I suspect 
to be responsible for much varied change in psycho- 
pathology and prevalent symptomatology. 

I note also that my patients today rarely use the 
terms “blue,” “sad” in referring to their mood, but 
use the term “depressed.”’ Often the term slips out 
belatedly, and almost unnoticed, as an afterthought, 
or elaboration on the theme of the lack of spon- 
taneity. 

Along with the complaint of depression go com- 
monly difficulty in concentration, and in decision, 
and all offering that classic variation in severity 
from morning to evening. 

And generally is to be observed a characteristic 
sleep disturbance of early morning waking, with 
relative ease in falling asleep. The patient wakes 
without his customary feeling of refreshment. 
This is all the more puzzling and distressing to him 
when, as is usually the case, he had felt better the 
previous evening, and had gone to bed and to sleep 
with the expectation of waking to a better state. 
I find no set pattern to the dreams. They vary from 
those with disturbing, even fearful content, to 
simple wish-fulfilling pleasant ones. When disturb- 
ing, the content is much the same as the daytime 
preoccupations. 

The other physical accompaniments of the state 
bear careful noting, especially the state of the appe- 
tite and the weight, since the degree of severity 
here will give a most useful estimate of the prac- 
tical effects on the patient’s general functioning. 
Other curious physical changes may be noted, for 
example, curly hair may straighten out in a depres- 
sion only to curl again with recovery. The signifi- 
cance of such changes is not known. 

I do not ask directly about suicidal ideas. I as- 
sume they are there either in fact or latently. By 
listening patiently and encouraging the patient to 
talk, either some reference is made to the fact, or 
I judge the relative immediacy of the danger by 
the degree of despair for the future, the rapport 
with and dependence on me, and the disclosures 
made to the family. 

The suicidal gesture has been considered the ulti- 
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mate condemnation for the disapproved aspect of 
the introjected object, and doubtless this is often 
the case. But in the case of many suicidal gestures, 
I find myself incapable of the psychological 
subtlety necessary to make such an interpretation. 
Rebellion at the fruits of conformity, and failure 
to see an opportunity for authentic spontaneity 
combine to lead to desperation. 


I try to understand the patient’s reaction and to 
convey to him my understanding of it, using as 
much as I can his own accounting of events. Con- 
cerning those many aspects whose workings we 
do not ourselves understand thoroughly, I admit 
our deficiencies, but stress that despite all this, 
we know a great deal about how such illnesses pro- 
gress and how they naturally tend to terminate in 
recovery, whether or not any treatment is accorded. 
I stress however, that the search for help is gen- 
erally made imperative by the quality and degree 
of the suffering, and that we can help in this matter 
through medicinal relief of the sleep difficulties, 
appetite and weight loss, and perhaps by direct 
amelioration of the mood disturbance. Further I 
convey to the patient my sincere appreciation of 
the weight of the provocation in the illness, but in 
a way which leaves final evaluation of the material 
to future discussion. Subsequent sessions will 
throw light on the patient’s capacity to establish 
continuity and progress in the content disclosure, 
and his ability to relate his present difficulties to 
habitual personality trends. Especially to be noted 
is his recognition of ambivalence to significant fig- 
ures, and to authority, his handling of resentments, 
his manner of making decisions, either as an active 
process or by default. Also to be noted are his 
attitudes to the physician, clinging or/and resent- 
ful, expressive of his ambivalence to significant 
figures in his past. 


Elsewhere I have pointed out that we are always 
bound by considerations of the form and the con- 
tent of the illness, and we may try to influence the 
course of the illness through either aspect of it, or 
through both aspects, or by change in one influenc- 
ing the other.* For example, we may simply rely 
expectantly on the phasic form of the illness and 
concentrate on the resolution of the content, i.e., 
deal with the dynamics of the illness. Or we may 
obliterate the content by attacking the form 
through electroshock, with the production of a mild 
but acute brain syndrome. In less severe depres- 
sions through the application of massive support, 
the content may be veered away from the prevail- 
ing futility to a consideration of longitudinal, i.e., 
habitual personality traits, their origins, and work- 


*Muncie, W.: Treatment in Psychobiologic Psychiatry: 
Its Present Status, In Fromm-Reichmann, F., and 
Moreno, J. L. (Eds.). Progress in Psychotherapy. Grune, 
New York, 1956. 
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ings in less critical times, and so to erode the sig- 
nificance of the present predicament. 

The advent of the new antidepressant drugs of- 
fers direct amelioration of the utter loss of spon- 
taneity and makes dynamic analysis more readily 
attainable. 

I ama firm believer in the justification of giving, 
if possible, direct symptomatic relief at the same 
time that the joint effort in gaining a plausible and 
useful understanding of the dynamic factors is pro- 
ceeding. Too often I have seen one-sided efforts 
fail. For example, electroshock should be recom- 
mended to the patient only when the patient is 
aware of the physician’s grasp of his problem as 
an historical dilemma, and then the reasons for the 
suggestion must be clearly presented to him. With- 
out this preliminary grounding, he will either re- 
fuse the treatment, or accept with resentment at 
being denied the sense of participating in his own 
recovery. At the other extreme, repetitious probing 
of dynamic issues will often lead only to deepening 
gloom and pessimism from the sense of the intol- 
erable and hopeless burden of pulling himself up 
by his own bootstraps. Unfortunately too many 
psychiatrists make these errors. Since treatment 
is a give-and-take matter, we have to be able to do 
something for the patient directly, either through 
medical help or moral support, and invite him, yes, 
stress our need for him to participate in the search 
for the most satisfying explanation and under- 
standing we can reach. For the search for the mean- 
ing of life is the blessed prerogative of the human 
being, sick or well. 


Chronic Depression 

Just a word about the question of chronic de- 
pression. In contrast to chronic anxiety, if there is 
such a thing, it must be a rare phenomenon. I am 
sure every state hospital has a few cases resistant 
to all treatments who continue on, but in these we 
may suspect the development of other malignant 
factors, for example, arteriosclerosis. But I want 
to call your attention to another sort of chronic 
depression masked in part from the patient him- 
self, and characterized by heterogeneous activities, 
as acting out and character deviations which have 
as the central motivating force the conviction of 
being worthless, or depreciated, or second-class 
citizens. I have seen and treated this condition in 
a number of grownups who have experienced real 
or fancied rejection at the hands of parents or 
parental substitutes. Especially have I noted this 
in certain instances of adoptive children where the 
assumption of illegitimacy offers an open opportu- 
nity to morbid fantasy. Such patients do not appear 
depressed, but are admittedly unhappy, and tend to 
act out in a way to justify from others that con- 
demnation they feel about themselves, or else to 
seek inordinately the approval from others as if to 
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still the self-condemnation. Maybe this applies to 
some criminals also; I have currently a case of 
shoplifting exhibiting this basic attitude to him- 
self. I do not speak of such patients as exhibiting 
attack depressions, but as suffering from chronic 
self-depreciation as an item of character structure. 
Does this merit the term depression? I am inclined 
to use the term depression in a broad behavioristic 
sense rather than as a diagnostic syndrome and to 
admit many varieties of it, and occurring in dif- 
ferent people, and setting in at different times in 
life. Any one of these factors will influence the 
actual presentation of the misery of the illness. 

This opens up the whole question of equivalent 
expressions for the depressive state. I have ob- 
served and used therapeutically a great variety of 
such expressions ranging from anxious hypochon- 
driacal delusions or preoccupations carrying to the 
patient a grim connotation to hallucinations of 
music showing a rhythmic alternation from the 
funereal in the morning to the lilting at night. Such 
observations entitle us to count heavily on a depres- 
sive undercurrent to whatever the presenting com- 
plaints may be, and on the natural tendency of 
depression to recover with time, and aided by our 
physical and psychotherapeutic efforts. Dr. Meyer 
taught that the presence of depressive tendencies 
gave a more optimistic outlook to all sorts of ill- 
nesses about which otherwise we would not enter- 
tain the same expectation for recovery. This I be- 
lieve is justified by the clinical experience. 

In conclusion: the recognition and the treatment 
of depression is one of the rewarding experiences 
of psychiatry giving the physician an opportunity 
to observe a wide variety of complaints, disabilities, 
psychopathology and somatopathology, to alleviate 
suffering, and to save life. The physician who will 
keep attuned to the complaint of the loss of zest for 
life in all its varied manifestations will find many 
opportunities for service beyond those which stare 
him in the face in the standard A.P.A. pictures of 
depression. 


Acute tonsillitis and other streptococcal infec- 
tions play a major role in the onset of rheumatic 
fever, according to PATTERNS OF DISEASE, a Parke, 
Davis and Company publication for the medical 
profession. 

In one study quoted by Patterns of 563 service- 
men with rheumatic fever, 85% had previous ill- 
ness. Of these, two-thirds were “highly suggestive 
of streptococcal etiology” just before the onset of 
the disease. 

The report also points out that rheumatic fever 
appears to run in families. “If one child has rheu- 
matic fever,” Patterns states, “the probability of his 
siblings developing the disease is one in four; if 
one parent also has the disease, probability may 
increase to one in two.” 
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CHANGING NEEDS IN THE CARE OF THE AGING INDIVIDUAL* 


JOHN C. HAM, M.D. 


The Author. John C. Ham, M.D., of Providence, 
Rhode Island. President, 1959, the Providence Med- 
ical Association. 


pponsane associated with the aging individual 
are at present receiving a great deal of atten- 
tion throughout the country. In the time at my 
disposal I can give only a brief and superficial 
sketch of such a broad subject. It is all too com- 
mon that a man is forced by regulation to give up 
his life work at the age of sixty-five or thereabouts 
regardless of his capabilities. There is no sound 
reason to assume that a person becomes inefficient 
at that age or any specific age. One can hardly claim 
that President Eisenhower, Winston Churchill and 
our own senior senator, Theodore Francis Green, 
ceased developing at the age of sixty-five. You may 
well say these men are exceptional individuals. 
They are, but day in and day out we see people 
over the usual retirement age who have a keenness 
of vision and grasp of their subject far superior to 
that of their juniors and even to their own at an 
earlier age. They are a healthy and stabilizing 
influence in their fields of activity. 

Perhaps even worse than a forced retirement 
age is the general prejudice against hiring any but 
young people to fill vacancies in all sorts of em- 
ployment. People who are denied the privilege of 
working when able tend to lose their sense of well- 
being, are a serious economic drain on society, an 
unnecessary waste of one of our greatest national 
resources, trained manpower, and finally they tend 
to deteriorate mentally and physically. Self-respect 
is a very important thing to every individual and 
collectively to every group no matter how large or 
small. Self-respect is hardly available without 
accomplishment. Many older people can accom- 
plish much more than they are accomplishing if 
given the proper guidance and encouragement. 
They are much better off and happier if they are 
doing for themselves than if all is done for them. 

We as physicians have a very definite responsi- 
bility toward these people not only in providing 
medical care to them at a cost that they can reason- 
*Presidential Address delivered at the 113th annual meet- 

ing of the Providence Medical Association, at the Rhode 
Island Medical Society Library, Providence, Rhode Is- 
land, January 4, 1960. 


ably afford but also in guiding others to help them 
take a more active part in life. 

The proper handling of the problems of the 
healthy aging and of chronic disease in all ages is 
much more of a challenge today than is the handling 
of acute illness. The advances already made by the 
medical and related professions in the cure of 
acute illnesses are responsible in large part for the 
marked increase in the average life span. In 1900 
four per cent (4%) of the total population were 
over sixty-five years of age. Today the figure is 
approximately 9% or 14,000,000 people, and it is 
estimated that by 1975 it will be 11% or 21,000,000." 
This does not sound like a very high figure, but a 
person over sixty-five requires facilities for health 
care three times those for a younger person! and 
the average income of the older group is exceed- 
ingly low. 

There is a great deal said today about the cost 
of medical care and that it is out of reach of the 
average citizen. True it is a problem, and a serious 
one, but great strides have been made in the last 
few years in ameliorating the financial burden by 
the tremendous increase in voluntary insurance 
both by Blue Cross and Blue Shield, such as our 
Physicians Service, and by commercial insurance 
companies. An increasing number of these are con- 
tinuing their coverage throughout the life of the 
individual and accepting subscribers of all ages. 
All Blue Cross plans in the country permit sub- 
scribers to continue coverage beyond the age of 
sixty-five.!? And now there is increasing opportu- 
nity for subscribers to obtain major medical cov- 
erage. Twenty years ago there was almost no 
health insurance for those over sixty-five. In 1952, 
26% of them had health insurance.” In 1957 it was 
estimated that 51% of people over sixty-five who 
needed and wanted it had voluntary health insur- 
ance and that this percentage would grow to 90% 
between 1970 and 1975.3 Considerable numbers of 
people are covered by other means such as Veterans 
Administration, Medicare, Indian Health program, 
local agencies, the military, etc., or have sufficient 
means to need no insurance protection. Certainly 
the rate of increase in voluntary insurance far ex- 
ceeds the rate of increase in the number of people’ 
living to sixty-five years and over. 


100 
~ 


Needy Always Cared for by Medical Profession 

For those who are not covered by insurance the 
medical profession has always accepted the respon- 
sibility of caring for the needy with little regard to 
financial recompense and there is no indication that 
we are contemplating any change in this custom. 
Illness does put a heavy financial burden on many 
people but it is certainly unusual that any individual 
in real need of professional curative services in this 
country today is deprived of it because of his finan- 
cial status. Further there is no evidence that the 
quality of this service is exceeded in any country 
in the world or has been exceeded in any period in 
the past. In regard to cost of these services it is of 
interest and significance that in 1958 the payments 
to practitioners of medicines came to only 11% of 
the total expenditures for medical care for recip- 
ients of old-age assistance.* 

In 1953 the Rhode Island Governor’s commis- 
sion to study the problems of the aged® reported 
“there is no doubt that medical and hospital rates 
were adjusted to the means of aged persons re- 
ceiving services as they are for the population 
generally.” 

Thus it is quite clear that the need for medical 
care of high quality is more readily met for people 
of low income than are other needs. There are de- 
ficiencies, however, as there are in any system but 
great advances have been made and are being made 
toward diminishing these deficiencies under a sys- 
tem of voluntary medical effort and private health 
insurance. It would be a most unfortunate thing if 
the initiative were seized from those who are dedi- 
cated to this work and placed in the hands of 
bureaucratic control with its impersonal, cumber- 
some methods. One can be certain that each dollar 
that goes into such a system has a large part of it 
devoured before it arrives at the point where it 
becomes effective. That is, in this case, before it 
gets to the point where it provides goods and serv- 
ices for the individual. I say the present system has 
deficiencies. Where are these deficiencies ? Those 
of us who are in daily contact with those who are 
ill know full well that the handling of acute illness 
in people of whatever financial bracket is little short 
of phenomenal and rarely places an insurmountable 
financial burden on the individual or his family 
although it sometimes looks to these people as if 
it would. If they can’t pay they don’t have to. 


It is the chronic illness, whether in the old or the 
young, that causes the real burden for those who 
are not financially independent. But even here it is 
not the medical care that is the only or necessarily 
the greatest financial strain. The general cost of 
living becomes almost or actually impossible to 
meet, especially if the chronically ill individual is 
the breadwinner for himself and more especially if 
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he or she has one or more dependents. 


Chronic Illness Major Issue 

It is in this field of chronic illness, which affects 
older people more than younger, that there is most 
room for improvement. When we speak of chronic 
illness and its problems of care I think we should 
include any condition that tends more or less per- 
manently or intermittently to incapacitate a per- 
son for a productive life. This condition may affect 
either his physical or his mental state or both. These 
conditions may not necessarily be illnesses in the 
usual sense but rather the natural processes of de- 
terioration that come with advancing years, rela- 
tively early with some and later with others and 
the age at which they start has little bearing on the 
problem of care. These are conditions which we 
consider not so much in terms of cure as in terms 
of symptomatic alleviation and individual adapta- 
tion. The adaptation relates both to the aging indi- 
vidual and to the people with whom he is asso- 
ciated, his family, and friends. It requires a team 
approach in which many people have varying parts 
to play doctors, nurses, social workers, physio- 
therapists, family, friends, volunteer workers, as- 
sociates in his daily activities. It is a matter of 
evaluating and adapting the capacity of the indi- 
vidual mentally and physically in association with 
the surrounding circumstances of his life. Sympa- 
thetic understanding and patient encouragement 
along with careful expert training in using and 
exercising deficient functions may often convert 
an apparently helpless individual, completely de- 
pendent on others for support into one with vary- 
ing degrees of self-sufficiency. The process is 
frequently difficult and time consuming both for 
the patient and all concerned but it returns great 
rewards in peace of mind and accomplishment for 
the individual, a sense of satisfaction for those 
caring for him and diminution of the burden of 
care upon those responsible for his support. 

Of late a great deal of study has been carried 
out to determine the most satisfactory ways of han- 
dling long-term illness. The Joint Council to im- 
prove the Health Care of the Aged is a group spon- 
sored by the American Dental, Hospital, Medical 
and Nursing Home Associations. Last June they 
had their first national conference in which repre- 
sentatives from various parts of the country told 
of their experiences in the care of chronic illness. 
The general tenor of the conference was that 
specially adapted facilities for the care of chronic 
diseases are needed and can be developed at a cost 
of % to % of those for general hospital care both 
in regard to capital expenditure and running ex- 
penses. In Arkansas City,® Kansas, and at the 
Jewish Hospital of St. Louis,’ a chronic and con- 


valescent unit in the general hospital serves the 
continued on next page 
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purpose well. In Traverse City, Michigan, with a 
population of only 20,000, a separate chronic dis- 
ease hospital has recently been built on grounds 
adjoining the general hospital.* It is quite obvious 
that whatever type of unit is established there is 
great advantage in its being physically closely asso- 
ciated with a general hospital in order to get help 
from the established departments of this hospital 
such as dietary, laboratory, physical therapy, X ray 
and a host of others including medical and nursing 
personnel. 

In 1956 the Commission on Chronic Illness had 
this to say in regard to care of the chronically ill,® 
“The most desirable approach to providing hospital 
care to long-term patients is through extension, or- 
ganization, and co-ordination of the facilities and 
services of general hospitals both private and pub- 
lic. In some general hospitals this will require only 
an extension of the hospital’s responsibility and 
reorientation of the staff so that diagnostic and 
therapeutic services—disproportionately dedicated 
to acute illness—will be appropriately and ade- 
quately applied to the chronically ill. In many other 
hospitals additional beds will be needed, and per- 
sonnel, space, and equipment required to provide 
specialized services to the long-term patients. In 
all general hospitals the concept, philosophy, and 
practice of rehabilitation must be paramount. 

“The independent chronic disease hospital is a 
second choice approach to long-term hospital care. 
It should be considered only when there is no prac- 
tical way to associate the chronic disease facility 
physically and administratively with the general 
hospital.” 

A great many people in acute as well as chronic 
general hospitals have no need of hospitalization 
and cannot profit from the highly trained special- 
ized personnel. They are there because they cannot 
be taken care of at home or unfortunately all too 
often their family doesn’t want them at home. They 
put an unnecessary strain on the facilities of the 
general hospital and occupy space that could be 
used to greater advantage by those who need this 
type of care. 

Community Homemaker Programs Effective 

Several communities are providing service to 
these people in various ways, at relatively low cost. 
Some do it by providing homemaking and visiting 
nurse service in their homes. On Welfare Island 
in New York City units of general hospitals have 
been set up as so-called Homesteads because it had 
been found that 20% of all municipal hospital pa- 
tients and 61% of those in chronic hospitals did 
not need general hospital care. In these domi- 
ciliary units there are no resident physicians, but 
staff physicians are available for medical super- 
vision. When an incumbent becomes ill he is ad- 
mitted to the general hospital services the same 
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as if he had been living at home. It is stated in the 
report of this unit that “the addition of restorative 
services to hospitals and other institutions for the 
care of the sick or disabled is no longer a matter of 
choice. The best if not the only way to prevent 
the accumulation of the chronically disabled 
people in institutions of healing is to rehabilitate 
them to self-sufficiency or where possible to gain- 
ful employment.” 

In New Jersey most successful use has been 
made of Homemaker Service!! for the incapaci- 
tated patient who does not need hospital care. The 
service was started in 1950 and has grown steadily. 
In 1958 it provided 150,000 hours of service to 
2,000 families. Not only does it provide invaluable 
service to its recipients but also provides productive 
employment to many middle-aged and older women 
who find other employment difficult to obtain. They 
estimate that 90% of their budget is recovered in 
fees for service. As an example of what the service 
does I would like to summarize the story of one of 
their cases. It shows what can be done by just 
simple restorative procedures and sympathetic un- 
derstanding. An elderly couple, the man eighty and 
a deaf mute, the wife seventy-eight, lived in their 
own home and their one desire was to continue on 
together. The husband was completely dependent 
on his wife for understanding and contact with the 
world. She developed paralysis of both legs and was 
confined to bed. Institutional care appeared inevi- 
table but they refused it. A homemaker came in 
five days a week doing the marketing, cooking, 
cleaning and even handled the budget for the first 
month. She encouraged the husband to go market- 
ing with her and finally to go alone and also to do 
some of the cleaning. He was delighted with his 
new activities, and finally the homemaker was com- 
ing only two half days a week, which cost $10 a 
week. In the meantime, under the direction of the 
physician, she had helped the wife rehabilitate her- 
self and encouraged her natural skills in knitting 
and crocheting so that she brightened up the house 
with scatter rugs and tablecloths and even sold 
some at church bazaars. This led to renewed church 
contacts and participation in church activities for 
both of them. What could be more worthwhile than 
this rejuvenation at the age of eighty and seventy- 
eight with all it might entail in personal satisfaction 
and economic saving as well as saving two institu- 
tional spaces for other purposes ? 

Local Studies Important for Improvements 

To best serve the problems I have discussed, 
careful study on a local level is needed to adapt 
future activities to local conditions and facilities. 
This should be a combined effort by representa- 
tives from many fields of activity, particularly 
medical societies, hospital associations, health and 
welfare departments, social agencies, nursing asso- 
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ciations and health insurance carriers. Endeavors 
should be directed specially toward means of ex- 
pansion of services and facilities in the following 
five categories : 

1. Employment opportunity for those who are 
capable, regardless of age. 

2. Insurance coverage for those over sixty-five 
years of age and the chronically ill. 

3. Facilities for the care of chronic illnesses, 
preferably in close association with existing 
general hospitals. 

4. Facilities for those who require a sheltered 
existence and care, but not the highly special- 
ized services and skills required in a hospital. 

5. Rehabilitation and restorative services for 
developing the maximum degree of. self- 
sufficiency, if not of employability. 

Studies are already under way in Rhode Island 
under various sponsorship including the Division 
of Aging of the State Government, the Rhode 
Island Medical Society and the Council of Com- 
munity Services. Their success is of great impor- 
tance to everyone in the state and they warrant 
our help and support. 

I hope this brief report has given an idea of some 
of the more serious problems of medicine, of what 
is being done to overcome them and of what can 
be hoped for in the future provided concerted effort 
is made. This is being done largely by private indi- 
viduals and groups with the co-operation and back- 
ing of official agencies. There is a long way to go 
but there is ever increasing activity by a large 
number of dedicated individuals and there are in- 
creasing evidences that accomplishments will be 
great. I sincerely hope that it will continue to be 
done by voluntary agencies and free enterprise 
rather than by governmental agencies. 

It is the responsibility of individuals to care for 
themselves insofar as possible, to care for the mem- 
bers of their families who cannot take care of them- 
selves, and help to care for unfortunate members 
of their community through local private agencies. 
The generosity of the American people has always 
contributed freely even to the care of people 
throughout the world. 

Only in cases of real need should governmental 
agencies, local, state, and as a last resort federal, 
be asked to help. The job can be done more eco- 
nomically locally and with a more personal and 
individual touch. The Blue Cross-Blue Shield or- 
ganizations and private insurance companies have 
proved themselves interested in the welfare of their 
subscribers and capable of making illness finan- 
cially tolerable to the great majority of people if 
given the opportunity. There is no evidence that 
over-all coverage by the federal government is 
needed nor that it can provide medical insurance 
as efficiently or as economically as can private 
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enterprise. If the people of this country give over 
to the government the responsibility of caring for 
themselves and for their dependents they are bound 
eventually to lose many of their privileges of free- 
dom of action. When a government assumes the 
responsibilities of individuals those individuals lose 
initiative and purpose. This leads only to weaken- 
ing and deterioration of the nation. Unless a nation 
is strong within it cannot hold its position in the 
world, 
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DID YOU KNOW? 


e@ That in 11 states more than 75 per cent of the 
population has health insurance, and the leading 
state is New York with 90.5 per cent coverage. 

e@ That seven out of every ten persons admitted 
to hospitals stay seven days or less, 96 per cent 
stay 30 days or less. 

@ That men are more injury prone than women; 
during a 12-month period, the injury rates were 
331 per 1,000 men compared to 229 per 1,000 
women. 

e@ That the American home accounted for the 
greatest percentage of injuries with 41 per cent 
of injured persons victims of home accidents. 

e@ That on an average day there are 451,000 per- 
sons confined to hospitals. 

e That, of the 111 million persons who have sur- 
gical expense insurance, 69 million are protected 
by policies issued by insurance companies. 
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Hs ZOSTER is a highly characteristic virus 
disease confined to man that attacks sensory 
nerve roots and shows itself on the skin as a 
grouped vesicular eruption in the dermatome of 
the affected nerve. The neuritis and the eruption 
are almost always unilateral. On the face, the area 
served by the ophthalmic division of the fifth cra- 
nial nerve is a common and especially serious site 
in adults. The neck, shoulders, trunk and extremi- 
ties are also common sites, again in unilateral pat- 
terns that conform exactly to the pattern of sen- 
sory topography. 

The cause of herpes zoster is a virus that is be- 
lieved to be identical with, or closely related to, 
that of chickenpox. One basis for this belief is the 
epidemiologic observation of cases of herpes zoster 
appearing in adults exposed to children with vari- 
cella and cases of chickenpox appearing in children 
exposed to adults with herpes zoster. 

It is equally well known that abnormal conditions 
around the posterior ganglia may trigger an attack 
of herpes zoster. Leukemic infiltrates, neoplasias in 
the region of the bony foramina of the spine and 
skull may compress or irritate nerve roots and 
make them more susceptible to attack by the virus. 
The possibility that such a condition may be behind 
an attack of herpes zoster is worth remembering 
and, upon the least suspicion, worth investigating 
by blood counts, radiography, or other means that 
may be revelatory. 

The treatment of the ordinary case of herpes 
zoster is uneventful, and good response is obtained 
in the acute phase with a variety of drugs, an 
aspect of the problem which has been adequately 
covered in the medical literature. 

This paper is primarily concerned with the man- 
*From the Department of Dermatology, Bcston Univer- 

sity School of Medicine. Presented at the annual Kenney 


Clinic Day at the Pawtucket Memorial Hospital, Paw- 
tucket, R. I., November 18, 1959. 


agement of neuralgic pain following herpes zoster 
which, particularly in older people, may be so 
severe as to produce in them a state of utter 
despondency. 

A review of the literature discloses that very 
little attention has been paid to this subject. Van 
Blaricom and Horrax! have recently described the 
radical surgery, from lobotomy to chordotomy, that 
has been done in an attempt to relieve the suffering 
from this agonizing neuralgia. 

Sauer? reported the use of cortisone, corti- 
cotropin and the placebo in the treatment of post- 
herpetic neuralgia. 

Ansfield and Rens* treated fifty-four cases of 
acute herpes zoster by autohemotherapy and re- 
ported excellent results, with pain entirely con- 
trolled within two to seven days. They suggested 
that autohemotherapy stimulates the patient’s own 
gamma globulin to combat the virus of herpes 
zoster. Sauer,* on the other hand, believes there 
is evidence that autohemotherapy stimulates the 
adrenocortical system. 

With these results in mind, eleven patients with 
post-herpetic neuralgia were studied by me over a 
period of two years. (See Table No. 1) Eight were 
men and three were women. The ages ranged from 
forty-five to seventy-nine years. 

The duration of pain was from thirty-one to 
sixty-seven days, severe in seven cases and mod- 


erate in four. 
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TABLE NUMBER 1 


Dura-| Total 
Case | Sex |Age} Location Response 
Pain | jections 
1 F. | 65 | Thoracic | 34 12 Goop 
2 F. | 55 | Lumbar 40 10 FAILURE 
3 F. | 45 | Thoracic 32 12 Goop 
4 M. | 72 |Trigeminal| 50 14 Goop 
5 M. | 79 |Trigeminal| 37 10 FAILURE 
6 M. | 66 | Thoracic 40 13 Goop 
7 M. | 47 | Thoracic 31 12 Goop 
8 M. | 52 | Lumbar 37 13 Goop 
9 M. | 59 | Lumbar 67 12 Goop 
10 | M. | 51 | Thoracic 40 10 Goop 
11 | M. | 74 | Thoracic 58 11 FAILURE 
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N THE American literature on the subject, canals 

and cysts of the genitoperineal raphe, a con- 
genital anomaly of the genitourinary system, have 
not been reported on very frequently. Yet in 1936, 
Neff reported six personal cases and quoted Papa, 
who in 1933 had collected thirty-two cases from 
the literature. Okawa also reported ten personal 
cases, so it would seem that the condition may not 
be so rare. In 1955, Wooldridge reported one case, 
and reported finding only two articles since 1936 
in the American literature. 

According to Herbut, the exact pathogenesis of 
this condition is still in doubt. It is generally be- 
lieved to result from the epithelial rests that remain 
from the incomplete closure of the genital folds or 
from cellular outgrowths of embryonic epithelium 
after primary closure of the genital folds. This has 
been carefully diagramed by Neff. 

The patient is unaware of symptoms from these 
cysts and/or canals unless they become infected. 
Then they may interfere with urination, and red- 
ness or swelling may occur. The cysts or canals 
may be anywhere along the genitoperineal raphe ; 
they may be elongated and simulate a second 
urethra, or they may be a single communicating 
canal or a segmented one; they may be in commu- 
nication with the skin or may end in a cyst. The 
cysts, usually about % cm. in diameter, are simi- 
larly located ; they are usually entirely submerged 
and are filled with mucoid or sebaceous material. 
Microscopically, both cyst and canal are often lined 
with multiple stratified epithelium. Focal inflamma- 
tion is usually found in the surrounding tissue. The 
treatment of this condition is total excision. Prog- 
nosis is favorable. 

The following case report is concerned with both 
a canal and cyst of the genitoperineal raphe: 

W. S., 11985 at Our Lady of Fatima Hospital, 
Rhode Island, a twenty-one-year-old white male 
was sent to me because of a mass in the scrotum 
which he had noticed growing in size over the past 
three years. He thought that the mass became larger 
during sexual excitement. There were no other 


symptoms. Patient admitted g.c. five years before; 
this had been treated with penicillin. While in the 
armed services, the patient was examined and told 
that the growth was probably a third testicle. Phys- 
ical examination proved negative except to locate 
the tumor mass approximately 214-3 cm. in diam- 
eter in the scrotum between two normal testicles. 
It was firm, non-tender, smooth, freely movable, 
and situated deep in the scrotum. It was completely 
detached from the adjacent skin and from the tes- 
ticle. There was also a beaded, cord-like, elongated 
structure running alongside the urethra, detached 
from the urethra and skin. 
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During the operation the tumor and cord-like 
structure were easily isolated (see fig. 1) and were 
dissected out completely. The post-operative course 
was noneventful (see fig. 2). Pathological gross 
description: specimen consists of ovoid 2 cm. firm 
structure lined by a smooth and glistening mem- 
brane with the attachment of a long, thin tubular 
formation arising from one pole. On the opposite 
pole there is a fibrous band 0.5 cm. long. On section, 
the mass appears to be a cyst filled with sebaceous 
material. The inner wall of the cyst is pinkish 
brown and granular. The attached tubular struc- 
ture is also filled with the same kind of sebaceous 
material. Microscopic section of the cyst structure 
shows a lining of multiple stratified squamous epi- 
thelium. The lumen contains keratin debris and 
sebaceous material. Foci of chronic inflammation 
are noted. The tubular structure shows a lining of 
essentially similar appearance. 


Comment 


I feel that the above case illustrates very clearly 
a complete cyst and canal without surrounding in- 
flammation, and that the mass simulates an atrophic 
third testis. Since the condition is not common, it 
is difficult to make a differential diagnosis between 
other tumors or cysts of the scrotum. It would 
appear safest to explore any tumors, cysts, or 
canals in the scrotum. Even if the mass should 
prove to be a third testis, the patient will probably 
not miss it. 
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A rapidly accelerating program of medical re- 
search is offering “hope for the future” in routing 
viral diseases, particularly in the form of vaccines. 
Evidence documenting this statement is presented 
in the recent issue of PATTERNS OF DISEASE, a 
Parke, Davis & Company publication prepared for 
the medical profession. 

Live vaccines, the publication reports, are cur- 
rently being investigated for preventing such viral 
diseases as poliomyelitis, mumps, measles, influ- 
enza, and rabies. In addition, inactive virus vac- 
cines are under study for the prevention of measles, 
myxovirus illnesses, and certain types of enceph- 
alitis. 

The publication points up the progress made in 
the past decade in the field of virology. In 1948, 
some 60 viruses were “known to be associated with 
infections in man.” By 1958, more than 90 human 
viruses had been recognized and studied in the 
laboratory. 
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AUTOHEMOTHERAPY IN THE TREATMENT 
OF POST-HERPETIC PAIN 
concluded from page 104 

The thoracic nerve was involved in six patients, 
the trigeminal in two and the lumbar segment in 
three. 

Since the nature of the neuralgic pain following 
herpes zoster varies, it was necessary to establish 
definite criteria defining such pain. Sauer’s require- 
ments for such criteria were adhered to, namely: 
1) The duration of pain should be thirty days or 
longer; 2) The location of pain should be limited 
to the site of lesions and that nerve segment; 3) 
The intensity of pain should be moderate or severe. 


Method of Treatment and Results 

The autohemotherapy consisted of the with- 
drawal of 10 cc. of whole blood from an antecubital 
vein followed by its immediate injection into the 
gluteal muscles. No other medication was added to 
the blood before it was inserted intramuscularly. 

Injections were given once every three days but 
the interval between treatments was increased as 
the symptoms and signs abated. The maximum 
number of injections given was fourteen and the 
minimum number was eight. There were no reac- 
tions from this procedure. 

Disappearance of the pain was noted in eight 
cases and three failed to respond. 


SUMMARY 

A series of eleven patients with post-herpetic 
pain was treated by autohemotherapy over a period 
of two years. The results were most gratifying in 
eight cases, with the pain entirely controlled. Three 
cases failed to respond. It is felt that autohemo- 
therapy should be used routinely in treating post- 
herpetic pain. 
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OF THE NERVOUS SYSTEM AND THE KIDNEYS 


(Introductory from book of the same title published by Macmillan and Company, 1871) 
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The Author. Thomas Clifford Allbutt of Leeds. 
Fellow of the Linnean Society, Fellow of the Society 
of Antiquaries; Fellow of the Royal Medical and 
Chirurgical Society; Physician to the Leeds General 
Infirmary, and Lecturer on the Practice of Medicine. 


Introductory 

T HOSE of us who find enough to fill their thoughts 

in time as it goes, who seldom look behind them, 
and who are consequently incapable of looking 
before them, such of my readers, if any such there 
be, have little idea of the rapid advance now being 
made in our knowledge of the nervous system. It is 
not many years since a physician, now living, a man 
of great acuteness, and one of the leading physi- 
cians in London, said to me :—‘They talk nonsense 
who pretend to localize disease within the enceph- 
alon; ingenious guesses you may make, but such 
guesses seldom prove to be worth much in the 
dead-house.’ 

Probably there was a little of the whim of a 
vigorous mind in this; but can we imagine that 
even a whimsical man, if he knew anything of the 
matter at all, could make such a speech to-day ? Yet 
the speech was not absurd when it was made. How 
unfair such a saying would now be we have ample 
evidence in the writings of modern nervous pathol- 
ogists ; and no one, perhaps, would be more aston- 
ished than the speaker himself were I to remind 
him of his long-forgotten assertion. 

The wonderful advance in our knowledge of the 
minute anatomy and pathology of the central ner- 
vous system has imbued a like spirit within clinical 
observers, and they, leaving the vain traditions of 
their forefathers, and adjusting themselves less to 
preconceptions and more to things, are winning 
their way onward into the most cherished secrets 
of nature. Almost all this is due to the microscope 
—to the microscope and to that genuine temper of 
the observing mind which begot and is begotten by 
the microscope. Professor Rolleston, in his remark- 
able address on Physiology, read at the British 
Medical Association at their Oxford meeting, 
showed that the older anatomists were none the 
greater for their freedom from distracting ‘micro- 
scopische spielereien’; on the contrary, that they 


never reached the standard of accuracy in visible 
things which the microscope has since helped to 
establish. So it is in pathology: it would be idle in 
me to bring forward examples to show that morbid 
appearances without number, of a kind quite evi- 
dent to the naked eye, were never described with 
any adequate care until the microscope raised the 
standard of care. 

The minute precision of this and such instru- 
ments, so far from encouraging a narrowly curious 
habit of mind, has the very contrary effect. Not 
only was our knowledge of the diseases of the 
nervous system of a very meagre sort until the use 
of the microscope became general, but, I may add, 
that our method was even unworthy of our knowl- 
edge. Not only is the brain the most complex and 
least accessible part of the body, and therefore the 
last to benefit by the more vigorous and more philo- 
sophical mode of investigation, which may be said 
within the last few years to have changed the face 
of the medical art, but it is in the descriptions of 
the functions and of the disorders of the brain, that 
what has been called the metaphysical or trans- 
cendental habit of thought has most tenaciously 
held its ground. Where the order of phenomena is 
most complex and observation most difficult, there 
our theories most readily escape the test of experi- 
ment. Unchecked by direct reference to nature, 
theories which have a fair aspect, which are clothed 
in imposing language, and which are symmetrical 
and definite, there continue to command assent, 
although elsewhere discredited. No one would in- 
deed now dream of referring the functions of the 
liver or of the heart to an immaterial principle 
residing in or about these organs, yet many per- 
sons still cling to the opinion that the functions of 
the brain are something more than the movements 
and the relations of the cerebral tissues ; and they 
not unnaturally therefore refer diseases of the 
encephalon to something more than the abnormal 
movements of its component parts. 

Weare tempted, for instance, to give a reality to 
such a disorder as epilepsy apart from the phenom- 
ena in which we say that it is seen. We are led to 
forget that molecular equilibrium may be disturbed 
to a greater or less degree in the brain as in any 


other aggregate ; and instead of tracing out devia- 
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tions from health, we satisfy ourselves with nam- 
ing the morbid state as we see it in its fullest devel- 
opment, and having named it we try to hope that 
it is explained. We thus begin more or less con- 
sciously to use such a word as ‘epilepsy’ in the sense 
of a principle of causation, and to forget that it is 
merely a name given to a more or less definite group 
of irregular movements. Even in the writings of 
those who take a clearer view of the value of such 
names as ‘epilepsy,’ ‘chorea,’ and the like, we may 
often detect a tendency to use such words too much 
in a pictorial sense. A brilliant sketch of an epileptic 
state, for instance, is set before the reader, and is 
presented to him as a ‘type’ or standard, by which 
he is to regulate his conceptions of all similar states. 
Certain marked features are held to be necessary to 
the proper constitution of the ‘type,’ and all modes 
of irregularity of function not presenting such fea- 
tures are held to be what they please, but certainly 
not epilepsy. They must group themselves after a 
given fashion, and present certain given characters 
on pain of being neglected, or, at best, recorded as 
‘curiosities.’ Yet it is in these slighter deviations 
from the normal order, in spasmodic neuralgias, 
local tremors, transient suspensions of the senses, 
and such minor indications of lessened tension and 
increasing instability, that we shall ultimately find 
the explanation of the more ‘typical’ forms of dis- 
order. It is not by setting up opposition standards 
to the standard of health that we shall learn the 
modes of initiation of morbid changes, but rather 
by watching the outskirts of health itself. 

Before we can comprehend extensive changes, 
we must familiarise ourselves with slighter ones, 
and so take with us the clue to the larger mystery. 
We shall, no doubt, continue to depict the extreme 
and complete manifestations of disorder for clin- 
ical ends, yet if we are to discover their origin, we 
shall have to desert this kind of synthesis for anal- 
ysis. We must unravel groups of phenomena, and 
trace each element to its source. We must learn to 
have a less exclusive administration for brilliant 
displays of disease, and to cultivate rather a per- 
ception of those many little various errors from 
healthy order by which Nature chiefly seeks to 
betray herself. A straw may show the way of the 
wind better than a falling tower. A habit of thus 
wakefully regarding the minutest variations of the 
normal state, and of verifying them accurately, is 
of inestimable value, and is quite the opposite of 
that other habit of setting up certain morbid stand- 
ards or lay-figures to which all changes are to be 
referred. It cannot be too earnestly impressed upon 
our students that any new facts, however small, if 
well observed, may lead up, and probably will lead 
up, to some wider truth of scientific or even of 
immediately practical importance. But to compare 
individual instances of disease with conventional 
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standards, is directly to discourage the observation 
of those lesser phenomena, and to teach the student 
rather to pare them off as far as possible until he 
can produce his case in trim with accepted models. 
The baneful influence of this method of case-taking 
is but too plain in all medical schools. Students are 
led to think that facts which seem to them to be 
accessory are not only unworthy of verification, but 
are even intrusive, and rather spoil the elegance of 
their case than otherwise. 

I much doubt indeed whether such terms as ‘epi- 
lepsy,’ ‘chorea,’ &c., will prove ultimately to be 
valuable as names. Their signification will be found 
so indefinite as the study of temporary and chrono- 
metric failures of function advances, that I fully 
expect to see the groups which they profess to 
designate altogether broken up, and their elements 
grouped again under higher and more philosophical 
names having reference to other and wider affini- 
ties. We see this process in other names, indeed, 
already going on. The name ‘apoplexy,’ for exam- 
ple, is retained in our nomenclature rather from 
habit than from any belief in its value; and the 
term ‘inflammation’ hangs on our lips by a very 
precarious tenure. 

The way which is open to us for the discovery of 
the laws of change in nervous organs must be, to 
a great extent, therefore, a way of destruction. 
Nothing is so conducive to a right appreciation of 
the truth as a right appreciation of the error by 
which it is surrounded. The successful investigator 
must bring to test statements and conceptions 
which have been too long accepted on faith, habit, 
or good-nature. He must look boldly behind certain 
large words which are now too often the shelter of 
ignorance, and he must satisfy himself whether 
they have any definite value or not. When it is seen 
how much our current language really signifies, 
and when all technicalities, which took their rise in 
old and false methods, have been swept out of sight, 
we shall feel, perhaps, a little bare, but at any rate 
we shall have open field for our new researches. 
When we have stripped off all overgrowth of heavy 
verbiage, we shall see that there is no lack of facts, 
and in our endeavour to verify those which we 
think we have, we shall continually come across 
others which no ingenuity of our own could have 
led us to seek for, but which may turn out to be of 
the greatest practical value. Moreover, the steady 
pursuit of such a method strengthens in the ob- 
server that spirit of open-eyed sincerity which in 
the man of science answers to the catholic sympathy 
of the greatest artists, and is the true magistery. 

It is therefore with great anticipations not only 
of a direct increase of knowledge, but also of a 
great purification of method and of speech, that I 
now see the ophthalmoscope, another arm of pre- 
cision, brought to bear upon nervous diseases ; an 
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instrument requiring minute accuracy in the use, 
and revealing modes of nervous change during life 
which before could be known only after death and 
in their results. I regard the application of the oph- 
thalmoscope, not to the diagnosis only, but also to 
the investigation of modes of nervous change, as 
of very happy augury. It will, like the microscope, 
not only teach us to see the new things which it 
exhibits itself, but it will train our eyes to see many 
more new things which before we had overlooked. 

My readers well know the marvellous change 
which this instrument has produced in the knowl- 
edge and method of the oculist. Not only has it 
cleared up for him many doubts, and has enabled 
him to recognise certain pathological states which 
before were beyond his reach, but the new habits 
of accuracy which it has encouraged are very evi- 
dent also in recent work in those departments of 
ophthalmic practice where the ophthalmoscope is 
less needed. Recent inquiries, for example, into the 
disorders of accommodation and refraction, and of 
the muscular action of the orbit, appear to me to 
have been conducted in a genuinely scientific spirit, 
and have led to results whose bearing upon more 
general laws of nervo-muscular life may turn out 
to be most important.’ Whatever, then, may prove 
to be the practical value of the ophthalmoscope in 
detecting disease of the brain or spinal cord, it has 
for me this great charm—that its use must favour 
a spirit of industrious and accurate observation, and 
must favour also that wholesome disposition of 
mind which welcomes any facts, however far away 
they may seem to be from traditional doctrines or 
dignified theories. I can scarcely suppose that the 
ophthalmoscope will, in the hands of the physician, 
ever rank in usefulness with the stethoscope. I con- 
fidently believe, however, that as the invention of 
the stethoscope has been of incalculable advantage 
to us, not directly only, by revealing changes of 
tissue during life, which previously could be but 
roughly guessed at, but also indirectly, by encour- 
aging the study of diseases of the chest; so the 
ophthalmoscope will help us, not only by the facts 
it directly reveals, but by stimulating work in the 
direction of nervous diseases. Nor must it be for- 
gotten that by means of the ophthalmoscope we are 
for the first time permitted to see the commence- 
ment and progress of change in the life of nervous 
tissue, and to ascertain the modes and times of 
such change. 

This is not a slight matter; and if to all these 
considerations I add, as I shall presently show, that 
the ophthalmoscope is even already of much use in 
diagnosis, I shall have made it clear that this instru- 
ment must be in the hands of every physician who 
wishes to speak with authority on the subject of 
diseases of the nervous system. The great draw- 
back to the rapid introduction of new instruments 
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is the labour required in learning their use. Thus it 
is that many useful aids to diagnosis—the laryngo- 
scope, the endoscope, the sphygmograph—have a 
kind of alacrity in sinking out of notice. Every 
medical school is now, however, bound to teach its 
students the use of the ophthalmoscope as carefully 
as the use of the stethoscope is taught. But it is not 
easy for physicians who have left the schools, and 
are engaged in practice, to take up a new instru- 
ment which requires much skill in the using. I can 
assure my readers, however, that a few hours 
spared for this work are very well spent. The new 
glimpse thus gained of a number of obscure and 
difficult diseases adds greatly to the interest of 
study ; and I hope to show that the ophthalmic signs 
of intracranial disease are so many and so impor- 
tant, that the reader will probably agree with me 
that no records of nervous diseases can henceforth 
be called complete which do not contain an account 
of the ophthalmoscopic appearances. 

It has long been known that indications of 
changes in the nervous system were to be found 
in the eye. Motor aberrations, such as contraction 
or dilatation of one or both pupils, squints, ataxy 
of the ocular muscles, and imperfect accommoda- 
tion; disorders of vision, such as photophobia, 
diplopia, hemiopia, and even amaurosis, have all 
been recognised as occurring in connection with 
central disease. It was not possible, however, until 
the discovery of the ophthalmoscope by Helmholtz 
to attach any other than a very loose meaning to 
the word ‘amaurosis.’? Suspension of the visual 
functions is often due to other causes than to dis- 
ease of the optic nerve or retina, and it is probable 
that some cases of so-called amaurosis are actually 
due rather to troubles of accommodation than to 
any deficient power in the nerve of sight. A minute 
study of the disorders of motility in and about the 
eye is quite as important as a study of the varia- 
tions of the optic nerve itself. A slight droop of the 
upper eyelid, and an equally slight deviation of 
the axis of the eye, will reveal the existence of a 
meningitis to the physician who had previously 
hoped that he was dealing only with a fever. I am 
unwillingly obliged, however, now wholly to pass 
by other symptomatic affections of the eye, in order 
to give exclusive attention to the alterations of the 
optic nerve and retina, considered mainly in their 
relation to cerebro-spinal disease. 

It is but very recently that the profession has 
been made aware that the interior of the eye pre- 
sents any visible indications of the disorders of 
the nervous system, nor can we say even yet that 
the great importance of these indications is gen- 
erally understood. 

Another great drawback to the full appreciation 
of such facts is the unlucky division of cases be- 


tween the physician and the ophthalmic surgeon. 
continued on next page 
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If the disturbance of sight be that which most 
affects the patient, he goes the round of the oph- 
thalmic hospitals ; if, on the contrary, the disturb- 
ance of the nervo-muscular functions be upper- 
most, he falls under the care of physicians, who 
are naturally prone to overlook any changes of the 
inner eye. As marked changes may occur at the 
back of the eye with slight or with no disorder of 
the visual function, it is not surprising that the 
physician should overlook one half of the facts, 
and it as naturally happens, on the other side, that 
the surgeon’s attention is equally limited. While 
the present absurd division of the profession into 
operators and non-operators continues, we must 
be content to urge upon those physicians who take 
an interest in nervous diseases to frequent the oph- 
thalmic hospitals, where a wealth of material awaits 
them, of which they have little conception. I am 
able to assure my medical brethren that they will 
receive a warm welcome from their surgical allies, 
who, in their turn, are much interested in the rela- 
tions of eye affections to more general diseases. 
Indeed, physicians have little idea how ‘medical’ 
are the ‘Ophthalmic Hospital Reports’ and the 
‘Ophthalmic Review’ ; and to the medical work of 
ophthalmic surgeons like Mr. Hulke, Mr. Hutch- 
inson, and others in England, and like Grafe, 
Sichel, Liebreich, or Desmarres abroad, physicians 
are already deeply indebted. I wish I could say that 
the physicians showed a greater sense of their obli- 
gations. The number of physicians who are work- 
ing with the ophthalmoscope in England may, I 
believe, be counted upon the fingers of one hand. 
If I may judge from the publications of Galezowski 
and Bouchut, it would seem that the same reproach 
cannot attach to our Continental neighbours, who 
will, therefore, unless we bestir ourselves, make 
this large field of observation more especially 
their own. 

Dr. John Ogle was the first physician who called 
my attention to the probable results of ophthalmo- 
scopic examination in cases of cerebral disease ; and 
he published a paper on that subject more than ten 
years ago in the ‘Medical Times.’ Dr. Ogle then 
impressed upon our notice the very close relations 
which exist between the cerebral and the intra- 
ocular circulation, and he urged that the beautiful 
vascular structure of the posterior parts of the eye 
might serve in its variations as an index to the 
vascular condition of the intracranial organs. 

That ‘dim suffusions and cecities the most serene’ 
do often visit the orbs of those suffering from 
cerebral disease is, as I have said, no new discov- 
ery. I had made a list of references and quotations 
from a long series of medical authors anterior to 
Grafe who notice this connection, and I had in- 
tended to publish the list here ; it became, however, 
a very long one, and, after all, that which we have 
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to do at present is not so much to establish the con- 
nection between cerebral and visual disorders, as 
to establish, with the ophthalmoscope and the mi- 
croscope, the modes and times of these relations 
for purposes of insight into the ways of nervous 
disease in general. My object is not so much to 
prove the common concurrence of the two sets of 
symptoms, as to discover the manner of it and its 
calculable value in pathology and in diagnosis. 

But it would be unfair to forget that something 
had been done in interpreting the connection be- 
tween amaurosis and brain disease before the oph- 
thalmoscope had been even thought of. It had not 
only been pointed out that atrophy of the optic 
nerves often followed scrofulous disease of the 
base of the brain and other such cerebral affections, 
but also a few microscopic investigations had been 
made by pathologists in such cases.* In the pree- 
ophthalmoscopic period, however, amaurosis from 
cerebral causes was generally put down to a simple 
paralysis of the optic nerve, with some wasting, 
perhaps, as a remote consequence. Even those who 
are best familiar with the ophthalmoscope will find 
it difficult to realise the fact that fifteen years ago 
a descending neuritis was never dreamt of, and was 
first revealed by the mirror to Sichel, Grafe, Lie- 
breich, and the other earlier ophthalmic investi- 
gators. 

The idea of an ophthalmoscope was suggested by 
Cumming more than twenty years ago. Such an 
instrument was invented afterwards by Helmholtz, 
to whom modern science owes so much, and was 
described by him in his ‘Beschreibung eines Au- 
genspiegels,’ published at Berlin in 1851. The 
invention created but little interest at the time, and 
Mr. Spencer Wells* was among the first in Eng- 
land to insist upon the great value of the ophthal- 
moscope in diseases of the eye. It is difficult to say 
to whom we owe the first important and careful 
observations of the modes of consecutive disease 
of the optic nerves. Sichel and Grafe were perhaps 
the principal workers at first in this new field of 
observation, and the well-known essay of the latter, 
‘Ueber Complication von Sehnerven Entztindung 
mit Gehirnkrankheiten,’ in the ‘Archiv. ftir Ophth.’ 
Band vit. Abtheilung ii. S. 58, published in 1860, 
drew general attention to the great importance of 
the subject. The study of these morbid changes of 
the disk and vessels was thenceforth vigorously 
prosecuted by Samisch, Liebreich, Schweigger, 
Hutchinson, Carter, and many others. 

Were I now about to treat of paralysis of the 
optic nerve merely as a symptom, merely as one 
deviation from the normal among the many which 
constitute the several combinations significant of 
certain and several cerebral lesions, then it might 
be my duty to include in one survey, not the optic 
nerve alone, but the other nerves of the orbit 
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also. Or, if I conceived, again, that the optic nerves 
were attacked on any transcendental grounds—on 
grounds, say, of the intimate association of the 
visual function with the higher muscular co-ordi- 
nations—then it would be my duty carefully to 
compare the failures of the special nerve of sight 
with the failures of the special nerve of hearing, 


of taste, or of smell, and to include all the nerves | 


of the special senses in one survey. A strong dis- 
trust of transcendent reasons, however, combined 
with, or rather consisting in, a strong trust in anat- 
omy, together with some further confidence, justi- 
fiable or otherwise, in my own researches, leads me 
to believe that the sufferings of the optic nerve are 
due entirely to the peculiarities of its own structure 
and attachments——to its rich vascularity, its large 
share of connective tissue, and its extensive rela- 
tions with the parts at the base of the encephalon 
—and not in any way to its special attitude as a 
sense, not even in such disease as locomotor ataxy. 
I must set aside, then, as foreign to my chief pur- 
pose, all discussion of the very interesting affec- 
tions of the orbital muscles—a discussion which is 
full of interest to the student of palsies, but which 
I must leave for another occasion.*® The affections 
of the optic nerve and retina are so various and so 
important, and shed so much light upon both path- 
ology and diagnosis, and they are concurrent also 
with so many lesions of distant organs, that I shall 
bestow enough of my tediousness on the reader in 
dealing with them alone. 

I shall, in the first instance, describe the anatomy 
of the optic nerve and retina so far as may be need- 
ful to give us a true knowledge of the healthy 
standard, and in this description I shall assume a 
good deal as known that would otherwise cumber 
the page. I shall, in the next place, endeavour to 
trace the mode and time of variations from this 
standard, beginning with the simplest and earliest. 
Having done that, I shall be at liberty to take the 
various diseases in turn, encephalic, spinal, renal, 
and others with which optic changes are associated, 
and to describe, as nearly as I can, the way in which 
such associations take place. 

Before entering upon these chapters, however, I 
propose to make a few remarks upon the manner 
of investigating the states of the optic nerve and 
retina. 
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DOCTORS GET SMALLER SHARE 
OF MEDICAL CARE DOLLAR 


American physicians and dentists are getting a 
smaller share of the medical care dollar today than 
they did 20 years ago. 

This fact is revealed by the Economic Research 
Department of the American Medical Association, 
based on U. S. Department of Commerce data. 

In 1938, physicians received 31 cents of the 
medical care dollar, but the physician’s share in 
1958 was 24 cents—or 22.6% less than 20 years ago. 

Dentists received 13 cents of the medical care 
dollar in 1938, but their share dropped 23.1% to 
10 cents in 1958. 

The breakdown of figures was based on a total 
of $16.4 billion spent for medical care in 1958 — 
an average of $95 a person. 

This represents 5.6% of the $293 billion spent 
by Americans during the year for all goods and 
services. 

The percentage of 1958 expenditures for med- 
ical care compares with 5.8% for recreation and 
5.3% paid out for tobacco and alcoholic beverages. 

Of total consumer expenditures for medical care 
in 1958, hospitals claimed $4.3 billion, physicians 
$3.9 billion, drugs $3.3 billion, dentists $1.7 bil- 
lion, health insurance $1.4 billion, and ophthalmic 
products and orthopedic supplies $1.1 billion. 

The remaining $769 million went for all “other 
medical costs,” including osteopathic services, pri- 
vate duty nurses, chiropractors, chiropodists, and 
other miscellaneous curative and healing services. 

In addition to the amount which physicians and 
dentists received as their share of the medical cost 
dollar, 22 cents went for drugs in 1938, but the 
figure dropped 9.1% in 1958 to 20 cents. 

Purchases of appliances took another 7 cents of 
the 1958 dollar, while items in the “all other” cate- 
gories claimed the remaining 5 cents. 

Items showing a proportionate increase include 
hospitals, which received 17 cents of the dollar in 
1938 and 26 cents in 1958—a jump of 52.9%. 
Hospitals attribute this rise to the expansion of 
hospital services and their greater utilization which 
has increased the number and variety of skilled 
personnel required. 

More than 71% of the U. S. population today is 
protected by some form of health insurance, com- 
pared with less than 10% in 1938. 

This means that in a large measure illness is not 
being paid for by income received in any partic- 
ular day, week, month or year. 

And while more Americans are budgeting more 
of their income for medical care, and more em- 
phasis is being placed on planning against future 
illness, the physician is receiving a smaller portion 
of the total money spent for medical care. 


PROPORTION OF DOLLAR SPENT FOR MEDICAL CARE 
BY TYPE OF CARE 
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IMPACT OF FEDERAL EMPLOYEES HEALTH BENEFIT LAW 


AN EXPENSIVE 


HILE MEDICINE has been focusing its atten- 

tion on the widely publicized Forand proposal 
to liberalize social security by adding health bene- 
fits, so-called third parties in the health picture have 
affected one of the most interesting developments 
yet which will have far-reaching impact upon the 
economics of medical practice of the future. 

The situation centers about the Federal Em- 
ployees Health Benefits act passed by the Congress 
last year. This legislation authorizes the United 
States Civil Service Commission to contract for or 
approve one government-wide service benefit plan, 
and one government-wide indemnity benefit plan, 
each offering two levels of benefits. Certain em- 
ployee organization health plans and comprehen- 
sive medical plans of the group, or individual, prac- 
tice prepayment type (such as H.1.P. in New York, 
the Kaiser programs, etc. ) could also qualify. 

Here, then, we have two third parties, the na- 
tional Blue Cross-Blue Shield Commission with 
fifty of its sixty-three member programs in the 
states offering an income limit service benefit, and 
the insurance industry, represented by thirteen 
large life and health and accident companies, 
competing for the privilege of selling the insur- 
ance coverage to 1,800,000 federal employees, 
and through them to approximately 2,200,000 
dependents. 

The federal employee cannot be solicited by 
either insurer. Instead the Civil Service Commis- 
sion will negotiate the two nationwide uniform 
benefits programs, present a summary in a kit to 
be given each employee, and he in turn will make 
his individual decision without any outside pres- 
sure to buy one program or the other. 

Where do the doctors fit into the program? 

Interestingly enough the medical profession, 
which has the greatest stake in the entire issue, has 
been given little consideration, and has had little 
to say about the matter. Yet, the Blue Cross-Blue 
Shield and insurance companies’ officials have been 
most active. 

The Civil Service Commission, possibly taking 
a leaf from the MepiIcARE manual, has ruled that 
only those voluntary prepayment Blue Shield 


SIDELINE SEAT? 


plans that offer a “basic health” benefit plan with 
a $4,000 family income limit, and a “catastrophic” 
coverage with a $6,000 husband and wife or family 
limit, may qualify. Without such limits an indem- 
nity schedule would be imposed, or the employee 
could get his coverage through the private insur- 
ance carrier. 

Thus boxed in by federal regulations, plans such 
as our Physicians Service must either increase in- 
come limits, or forego the enrollment of the federal 
employees. The situation is most ironical in Rhode 
Island, for currently 9,000 of the estimated 12,500 
federal employees, and 12,960 of their estimated 
18,000 dependents, are enrolled in the Blue Cross 
and Physicians Service plans, the latter with a 
$5,500 family income limit. 

To co-operate with the federal program, as well 
as to compete with the business of insuring federal 
employees in this state, Physicians Service has 
raised its family income limits for its “A” plan to 
$4,000, and in the “B” plan from $3,300 to $4,000 
for the single person, from $4,400 to $6,000 for 
the husband and wife, and from $5,500 to $6,000 
for the family. These drastic changes in policy will 
benefit all subscribers of the plan, not merely the 
federal employees. 

With these major contributions to the cause the 
logical question is whether they will insure Physi- 
cians Service with the monopoly of the federal 
employees coverage. Here a disturbing note is 
sounded, for the old adage that all that glitters is 
not gold becomes apparent on a closer scrutiny. 

The law stipulates the maximum payments that 
the Civil Service Commission may make for each 
employee’s insurance. But the cost of operation of 
the program, and of establishing a contingency re- 
serve, must be taken into consideration. Hence, we 
find the Commission answering the matter of costs 
in a question and answer release last fall as follows: 

I. “Q. How much will the government contribute 

toward the cost of my coverage? 


“A. Except in the situation explained in the next 
question the government will contribute not 
less than these specified amounts. 

$2.80 a month if you enroll for yourself only; 
$6.75 a month if you enroll for yourself and 
family.” 
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II. “Q. In what kind of a situation would the govern- 
ment contribute less than $2.80 or $6.75 a 
month mentioned in the previous question? 

“A. If the total charge for the plan in which you 
enroll is less than twice the specified govern- 
ment contribution —that is, if the charge is 
less than $5.60 or $13.50 a month —then the 
government will contribute one-half the cost 
of your enrollment. For example: If you enroll 
for yourself and family in a plan the total cost 
of which is $10 a month, the government would 
contribute $5 and you would contribute $5; if 
you enroll for yourself only in a $4 a month 
plan, the government would contribute $2 and 
you would contribute $2.” 

* 

III. “Q. What will be the monthly charge of the various 
plans in which I will be able to enroll? 

“A. The exact charge for each plan will not be 
known until the specific benefits which each 
plan will offer have been agreed upon. 
“However, it is expected that at least one op- 
tion in the two government-wide plans will 
offer both basic health and “catastrophic” bene- 
fits at a total charge of about $13.50 a month 
for a family enrollment so that you will pay 
about $6.75 and the government will pay $6.75. 
Similarly, at least one of these options will cost 
about $5.60 a month for a self-only enrollment 
so that you would contribute about $2.80 and 
the government would contribute $2.80.” 

IV. “Q. Would the government always contribute one- 
half the cost of the plan? 

“A. In many instances, as in the examples in the 
two previous questions, it would. However, if 
you enroll in a plan the total monthly cost of 
which is more than twice the specified govern- 
ment contribution, that is, if the charge for the 
plan is more than, say $5.60 for a self-only 
enrollment, or $13.50 for a family enrollment, 
then the government will still make its specified 
contribution and you will pay the difference. 
For example: If you enroll for yourself and 
family in a plan the total cost of which is $15 
a month, the government would make its speci- 
fied contribution of $6.75 and you would con- 
tribute $8.25; if you enroll for yourself only 
in a $6.00 a month plan, the government would 
contribute $2.80 and you would contribute 
$3.20. 

Let’s see what happens on the Rhode Island 
scene in view of the above statements. 

The Civil Service Commission will match an 
employee’s insurance premium payment for fam- 
ily coverage up to $6.75 monthly, making a 
$13.50 premium total. But the $20 per day Blue 
Cross family rate plus the Physicians Service “B” 
plan family rate monthly totals only $11.30. Thus 
the government switches to its alternate arrange- 
ment (see I, above) and pays 50% of the premium 
charge, $5.65, making a substantial saving for it- 
self. Meanwhile, the physicians have had to increase 
their income classifications for all subscribers to 
the plan, thus eliminating additional charges prop- 
erly made previously for services rendered to all 
persons in higher income brackets. It is apparent 
that the doctor is the loser all round in this arrange- 
ment, while the government and the insurance car- 


riers gain at his expense. 
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Increased income limits are not necessarily any 
assurance that the Blue Plans will gain a monopoly 
on the federal employees coverage. If for example, 
the uniform catastrophic policy to be issued locally 
by the prime carrier for the thirteen insurance com- 
panies, utilizing the full premium allowance of 
$13.50 monthly or even a slightly higher premium 
(see IV, above ), is better than our Blue Cross and 
Physicians Service proposals, the employee would 
have ample reason to choose it. 

Since an estimated 82% of the federal employees 
are reported to earn less than $6,000 annually, it is 
a safe assumption that even with an indemnity 
schedule physicians would be quickly challenged 
if they made additional charges should the insur- 
ance company fee schedule be fairly comparable to 
that of a Blue Shield plan. 

The pattern has been carefully drawn. The Civil 
Service Commission offers the federal employees 
free choice of two coverages. The struggle is be- 
tween two major insurance agencies to secure the 
business of writing the coverage. The doctor, a 
major purveyor of the services to be purchased, 
may have bought himself an expensive seat on the 
sidelines. 


HOBBY SHOW 


The January meeting of the Woman’s Auxiliary 
which featured a display of the handiwork of phy- 
sicians and their wives done in their leisure time 
as hobbies was by far one of the most interesting 
meetings ever held at the Medical Library. 

Those who took time to visit the building and 
view the displays were treated with a wide range 
of interests, ranging from rugs to ceramics, from 
photography to oil painting, from knitting of 
scarves to the hooking of cugs, and from fancy hats 
for ladies to a fascinating life-size Mickey Mouse 
companion for children. All in all the hobby show 
proved again the famous trade cliché—“never un- 
derestimate the power of a woman,” or for that 
matter, of the doctor, either. 

The art of relaxation is one of the most difficult 
for many persons to acquire. That a pleasant hobby 
not only occupies, but also proves an escape from 
the stress and strain of everyday activity, was well 
demonstrated by the exhibits that filled the main 
reading room and the rear of the auditorium. Our 
only regret is that the displays could not remain in 
place for several days in order that all physicians, 
as well as the general public, might view them. 


March 23, 1960 
HEART ASSOCIATION 
CLINIC DAY 
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DISTRICT MEDICAL SOCIETY MEETINGS 


PROVIDENCE MEDICAL ASSOCIATION 

The 113th Annual Meeting of the Providence 
Medical Association was held at the Rhode Island 
Medical Society Library on Monday, January 4, 
1960. The meeting was called to order by the presi- 
dent, Dr. John C. Ham, at 8:30 p.m. 


Annual Report of the Secretary 
Doctor Michael DiMaio, secretary, read his an- 
nual report for the year 1959. Copy of the report 
is made part of the official minutes of the meeting. 
It was moved that the report be received and 
placed on file. The motion was seconded and 
adopted. 


Annual Report of the Treasurer 


Doctor Frank I. Matteo, treasurer, read his an- 
nual report for the year 1959, copy of which is 
made part of the official minutes of the meeting. 


IRVING A. BECK, M.D. 
President, 1960 
Providence Medical Association 


It was moved that the report be received and 
placed on file. The motion was seconded and 
adopted. 


Tributes by Dr. John C. Ham 

Doctor John C. Ham stated that he would give 
his presidential address after the scientific lecture 
by Doctor Stare as the latter physician had travel 
connections to make to Boston in mid-evening. 
Doctor Ham expressed his appreciation to the 
membership for its support throughout the year, 
with particular tribute being paid to the various 
committees, Doctor DiMaio for his long service as 
secretary, Doctor John G. Walsh for his outstand- 
ing leadership in developing the Medical Bureau, 
and the executive secretary for his efficient service 
for more than two decades. 


Election of Officers for 1960 

Doctor DiMaio read the slate of officers nomi- 
nated by the executive committee, and he reported 
that no counter nominations had been filed. He 
therefore moved the election of the slate of nomi- 
nees for officers, committees, and delegates to the 
House of Delegates of the Rhode Island Medical 
Society as submitted to the membership with the 
notice of the December, 1959, meeting of the Asso- 
ciation. The motion was seconded and unanimously 
adopted. 

Doctor Ham called upon the new officers present 
to stand and be recognized by the membership. He 
noted that Doctor Irving Beck, the new president, 
is currently in Israel on a teaching assignment. 


Report of the Executive Committee 

Doctor DiMaio reported for the Executive Com- 
mittee as follows: 

At a recent meeting the Executive Committee 
named Doctors Arnold Porter and Robert R. 
3aldridge as the Association's official representa- 
tives on the Council for Community Services. 

The Executive Committee reviewed the annual 
report of the treasurer, and it recommends that the 
annual dues for 1960 be $20 for active members, 
and $5 for associate members. 

The Executive Committee reviewed the appli- 
cations for membership, and it recommends as 
follows: 

1.) That the following be elected to active mem- 


bership: Leroy D. Aaronson of Cranston; Ben 
continued on page 116 
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ACETYL PEDIATRIC SUSPENSION 


N! Acety! Sulfamethoxypyridazine Lederle 


just 1 dose a day... achieves rapid therapeutic levels ...sustained for 24 hours... extremely low incidence 
of sensitivity reactions and renal complications... convenient, highly economical . . . 


ALWAYS ACCEPTABLE...WHENEVER SULFAS ARE INDICATED 


Recommended dosage: first-day dose is 1 teaspoonful (250 mg.) for each 20 Ibs. body weight up to 80 Ibs. For each day 
thereafter, 12 teaspoonful for each 20 Ibs. For 80 Ibs. and over, use adult dosage of 4 teaspoonfuls (1.0 Gm.) initially, 
and 2 teaspoonfuls (0.5 Gm.) daily thereafter. Administer immediately after a meal. 

Supplied: Each teaspoonful (5 cc.) contains 250 mg. of sulfamethoxypyridazine activity. Bottles of 4 and 16 fl. oz. 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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continued from page 114 
C. Claunch of Providence; Clinton B. Potter of 
Providence ; Evelyne L. Slabey of Providence ; and 
Joseph L. Delfino, who is a transfer from the 
Kent County Medical Society. 

Mr. President, I move the adoption of this report 
and the recommendations included in it. 

It was moved that the report of the Executive 
Committee and the recommendations included in 
it be adopted. The motion was seconded and passed. 

Doctor DiMaio also read a letter from the Com- 
missioner of Public Safety for the City of Provi- 
dence asking the co-operation of the physicians in 
preventing the theft of doctors’ bags from unat- 
tended automobiles. 


Presentation of Membership Certificates 
The president awarded membership certificates 
to physicians elected at the December meeting of 
the Association. 


Announcements 

Doctor Ham noted that two members of the 
Association—Doctors Thaddeus A. Krolicki and 
James H. Prior—had died during December. A 
moment of prayer was conducted for these physi- 
cians and all members deceased during the past 
year. 

Doctor Ham read an announcement of a Hobby 
Program to be held on January 18th at the Medical 
Library under the sponsorship of the Woman’s 
Auxiliary to the Rhode Island Medical Society, 
and he urged the members of the members of the 
Association to attend the event. 


Resolution to Doctor Michael DiMaio 
Doctor Joseph G. McWilliams, a past president 
of the Association, presented the following resolu- 
tion which was unanimously adopted by the Asso- 
ciation : 


WHEREAS, Doctor Michael DiMaio has 
served the Providence Medical Association as 
its secretary since January, 1950, and 
Whereas he has faithfully attended and recorded 
the scientific sessions of this Association, and the 
business transactions of the Executive Commit- 
tee, during his nine years of service, discharging 
his duties in an outstanding manner. 
THEREFORE, BE IT RESOLVED THAT 
the members in attendance at this 113th Annual 
Meeting of the Association express for all the 
members their commendation of Doctor DiMaio 
for his conscientious and loyal service. 


Scientific Lecture 


Doctor Ham introduced Doctor Frederic J. Stare 
of Boston, professor of nutrition and chairman of 
the Department of Nutrition at the Harvard School 


RHODE ISLAND MEDICAL JOURNAL 


of Public Health, and also an associate in medicine 
at the Peter Bent Brigham Hospital, who spoke on 
Nutritional Factors in Cardiovascular Disease. 

Doctor Stare’s very timely talk on the subject of 
nutrition as it pertains to cardiovascular diseases 
was very instructive. He pointed out that the qual- 
ity of the dict, the quantity and quality of its fat 
content, the total number of calories and the body 
weight all play significant roles in serum cholesterol 
levels and myocardial infarction. 

A rapid gain in weight may result in an increase 
in the serum cholesterol level even when the cho- 
lesterol content of the diet remains unchanged. 
Further, if calories are burned up by exercise, the 
cholesterol level remains low. 

He advised reduction of calories from saturated 
fatty acids by 25%. These include fats in milk, 
butter, cheese, etc. An increase in unsaturated fatty 
acids may be allowed to the extent of two times the 
usual amount. Corn oil and soybean oil are good 
examples of this. 

Doctor Stare listed the following predisposing 
factors as very important in coronary artery 
disease : 

1. Heredity 

2. Overweight 

3. Blood Cholesterol 

4. Blood pressure elevation 

5. Cigarette smoking 

All but the first factor, heredity, may be con- 
trolled by the patient. Hard work, stress and strain 
are often wrongly blamed. 

The control of the body weight is the single most 
practical measure in lessening coronary artery 
disease. 


Presidential Address 
Doctor John C. Ham delivered his presidential 
address on Changing Needs in the Care of the 
Aging Individual, and copy of this address is made 
part of the records of the meeting. 


Adjournment 
The meeting adjourned at 10:30 p.m. 
Collation was served. 
Attendance was 97. 
Respectfully submitted, 
DiMato, M.p., Secretary 


KENT COUNTY MEDICAL SOCIETY 

The Annual Meeting of the Kent County Med- 
ical Society was called to order December 17, 1959 
at 6:50 p.m. at the Varnum Armory, East Green- 
wich. 

The secretary’s report was recorded and ap- 
proved. Report of Committee on Mass Immuniza- 
tion was read by Doctor Hackman and is ap- 
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pended to this record. Doctor Hardy moved that 
the report be accepted. Doctor Wittig seconded the 
motion. Following a discussion by Doctors Merrill, 
O’Hanian, and Hackman, Doctor Hardy amended 
his motion to approve the report and for the secre- 
tary to send a copy of the report with the action of 
the society to the Rhode Island Medical Society. 
It was seconded and passed unanimously. 

Doctor O’Hanian read a communication from 
Professor Enders regarding the danger of the 
“multiple-dose-per-syringe” technique. 

The request for transfer of Joseph Delfino, m.p. 
to the Providence Medical Association was read 
and approved. 

Doctor Barber informed the society that John 
Mack, m.p. has been ill and unable to continue as 
treasurer for the society. It was moved and sec- 
onded that the society send a letter expressing 
thanks for the long period of service Doctor Mack 
had rendered the society as treasurer, estimated as 
thirty (30) years. It was moved and seconded and 
passed unanimously that Doctors Barber and Wit- 
tig prepare a scroll expressing the society’s appre- 
ciation, to be delivered to Doctor Mack. 

It was moved, seconded, and passed unanimously 
that Doctor Collom be elected to Life Membership 
without dues, due to his disability. 

The report of the Nominating Committee was 
read and the following officers were elected for the 
coming year: President, Richard Dyer, M.p.; Vice 
President, Russell P. Hager, M.p.; Secretary, Gil- 
bert Houston, M.p.; and Treasurer, George B. 
Farrell, M.p. 

Delegates to Rhode Island Medical Society: 
George L. Young, m.p.; Edmund T. Hackman, 
M.p.; and Peter C. Erinakes, M.p. 

Council of Rhode Island Medical Society: 
Joseph C. Kent, M.p. 

Alternate Councillor: Paul Barber, M.p. 

Board of Censors: George B. Farrell, M.p.; Jo- 
seph C. Kent, M.p.; and Joseph E. Wittig, m.p. 

Advisory Committee to Woman’s Auxiliary: 
Peter Koch, M.p. ; Gilbert Houston, M.p. ; and John 
E. Murphy, 

Committee on Medical Ethics: Irene G. May- 
nard, M.D.; Briand N. Beaudin, M.p.; Joseph 
Baute, M.p.; and Edward A. Kostyla, M.D. 

Doctor Hardy escorted Doctor Dyer to the chair. 
After adjournment the society held its annual 
dinner. 


Respectfully submitted, 
RussELu P. HAGER, M.D., Secretary 
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Memorial Sanitarium 


Located on Rt. 1 


South Attleboro, Massachusetts 


A modern non-profit hospital for the care and treatment of 
nervous and emotional disorders as well as long term geriatric 
problems. 


Physical, neurological, psychiatric and psychological exam- 
inations. 


Modern recognized psychiatric therapies. 


A pleasant homelike atmosphere in a beautiful and conveni- 
ently located institution. 


L. A. Senseman, M.D., F.A.P.A., Medical Director 


Edwin Dunlop, M.D. Michael G. Touloumtzis, M.A. 
Oliver S. Lindberg, M.D. William H. Dunn, M.S.W. 
Max Faintych, M.D. Birtis Ingersoll, M.D. 


Referred patients are seen daily (except Saturdays) 9-12 A.M., 
and by appointment. 
R. |. Blue Cross Benefits Tel. Southgate 1-8500 


Special Rates for Long-Term Care 
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Polio Vaccine Inoculation Campaign Scheduled 

About 87 million Americans have now had at 
least one shot of polio vaccine and 68 million have 
had three or more injections, according to new esti- 
mates announced recently by the Public Health 
Service. 

Among persons under forty, over 34 million, or 
almost 30 per cent, have had no vaccine. Among 
children under five years of age, the group that 
accounted for 43 per cent of the paralytic cases this 
year, four and one-half million have had no vaccine. 

Data from a survey conducted for the Public 
Health Service by the Bureau of the Census in 
September, supplemented with data from the Na- 
tional Foundation, form the basis for the new esti- 
mates. They indicate that about 14.6 million more 
people have had some vaccine and 13.2 million more 
people have had the recommended dosage of three 
or more shots since the fall of 1958 when compar- 
able estimates were made. 

Plans for a new advertising campaign to be con- 
ducted by the Advertising Council and sponsored 
by the Public Health Service, American Medical 
Association, and National Foundation, were also 
announced. The campaign will be launched in the 
early spring to support local vaccination drives. 

An analysis of the 1959 polio experience, made 
by the Communicable Disease Center of the Public 
Health Service, showed that the vaccine had proved 
to be at least 90 per cent effective this year in pro- 
tecting persons who had had three or more doses. 
In the three cities where major epidemics occurred 
this year: Des Moines, Iowa; Kansas City, Mis- 
souri; and Little Rock, Arkansas, cases were con- 
centrated among unvaccinated persons living in 
crowded, lower economic areas. A similar pattern 
occurred in most of the fourteen other cities that 
reported moderate outbreaks. 


Most Pregnancies End Successfully 

More than nine out of every ten pregnancies end 
successfully, according to a survey of group sur- 
gical insurance claims, the Health Insurance Insti- 
tute reported recently. 

The survey showed that 87.5 per cent of the 


maternity claims were for normal deliveries and 
3.9 per cent for Caesarian sections; 8.1 per cent 
ended unsuccessfully in miscarriages and the re- 
mainder were extra-uterine pregnancies. 

The Institute report was based on a 1957 survey 
by the Society of Actuaries of more than 118,000 
group surgical insurance claims. The survey agreed 
substantially with a similar study made in 1947. 

Maternity played a major role in the type of 
surgery performed on adult women covered by 
group surgical expense insurance. Forty-five per 
cent of all these surgical procedures were obstet- 
rical. 

As might be expected, the survey showed a 
marked difference in maternity rates of female 
employees and dependent wives. There were 184 
surgical claims for every 1,000 female employees 
and, of these, less than one-third, 59, were for 
obstetrical work. There were 199 surgical claims 
for every 1,000 dependent wives and nearly half, 
98, were for maternity. 

At the start of 1959, group surgical expense 
insurance issued by insurance companies alone cov- 
ered 50 million persons out of a total of 111 mil- 
lion persons with protection against the cost of 
surgery. 

Other studies have shown, said the Institute, 
that 90 per cent of the 123 million persons who 
have some form of health insurance have coverage 
for part of the hospital or surgical costs of 
maternity. 

The Institute has found that 475 million dollars 
in health insurance benefits for maternity care were 
paid in 1958, and that 2.8 million new-born infants 
last year had their first medical expense paid in 
part through health insurance. Thus, 65 per cent of 
the 4.2 million babies born last year received some 
benefits from health insurance. 


Health Department Laboratory Services 

Dr. Jeremiah A. Dailey, director of health for 
the state, calls to the attention of all physicians the 
recent policy adopted regarding health department 


laboratory services, as follows: 
continued on page 119 
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continued from page 118 

During the depression of the thirties, the State 
Health Department Laboratories inaugurated a 
program of performing diagnostic tests and proce- 
dures for the medically indigent, which had little 
or no public health significance. 

Over the years this service has grown, until 
today the number of procedures performed an- 
nually is out of proportion to the number of medi- 
cally indigent patients. A cursory inspection of 
records reveals that many procedures are being 
performed for private physicians on private pa- 
tients when, in fact, such procedures should be 
performed by private clinicopathological labora- 
tories. 

To overcome this situation the following policy 
was established effective November 10, 1959. 

Laboratory services will be restricted to :— 

(a) the medically indigent ; 

(b) patients of department-sponsored clinics ; 

(c) occasional disease-detection drives ; 

(d) essential services for the control of commu- 

nicable diseases ; 

(e) consultative services to other laboratories 

and _ hospitals. 


6,860 Students Receive M.D. Degrees in 1958-59 


In its annual comprehensive report on all aspects 
of medical education, the Council on Medical Edu- 
cation and Hospitals of the American Medical 
Association announced that the 1958-59 graduat- 
ing class receiving the M.p. degree numbered 6,860, 
only one less than in 1957-58. 

These two classes were the largest except for 
the 1954-55 year when the class was 6,977. The 
increase in that term was occasioned by including 
as graduates the 50 students completing the intern 
year then required by Stanford University. 

According to the council’s report, which appeared 
in the November 14 issue of the JouURNAL OF THE 
AMERICAN Mepicat AssOcIATION, 43 medical 
schools had decreases in the number graduated 
while 34 schools experienced increases. 

Women comprised 5.4 per cent of the graduating 
class and comprised 5.9 per cent of the Canadian 
1958-59 graduating class. 

The council indicated a need for 10,000 grad- 
uates a year from medical schools in the United 
States by 1975. 

Other salient points in the council’s report are: 

During 1958-59, 56 institutions in the U. S. and 
five in Canada initiated, completed or have funds 
committed for construction and equipment of new 
facilities. 

Major projects planned for initiation in 1959-60, 
with funds already committed, is estimated at ap- 
proximately 49 million dollars for construction and 
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five million dollars for equipment. Such construc- 
tion is being planned by 31 schools. 

The total enrollment in first-year medical school 
classes for the 1958-59 academic year was 8,128, 
the largest to date in the United States. Entering 
class sizes increased in 35 schools, were unchanged 
in 24, and decreased in 26. 

In 1958-59, a total of 59,102 applications were 
filed by 15,170 persons or an average of 3.9 appli- 
cations made by each prospective medical student. 

Of all first-year medical students, more than one- 
third, 37 per cent, came from five states—New 
York, Pennsylvania, California, Ohio, and Illinois. 

There were fewer than 20 first-year medical stu- 
dents from each of seven states—Alaska, Dela- 
ware, Maine, Nevada, New Mexico, Vermont, and 
Wyoming, and fewer than 30 from two other states 
—New Hampshire and Rhode Island. Of these 
nine states, only New Hampshire and Vermont 
have medical schools. 

At least two thirds of the entering classes com- 
promise “B” average students. About one-sixth 
had college grade averages of “A” and about one- 
sixth to one-seventh had “C” averages. 


Dangers of VD Under Control 

The dangers of venereal disease have dropped 
sharply in the last fifteen years, thanks to peni- 
cillin, other antibiotics, and improved case-finding 
methods. 

In its November statistical bulletin, PRoGREss 
IN HeattH Services, the Health Information 
Foundation pointed out that the rate of new cases 
of syphilis reported in this country is today less 
than one-sixth what it was in 1943. New cases of 
gonorrhea, the other major venereal disease, are 
being reported at less than half the 1947 rate. 

Despite these improvements, the Foundation 
added, there are still large “reservoirs” of these 
diseases. Many persons with syphilis or gonorrhea 
are unknown to public health authorities, and often 
the individuals themselves don’t know they are 
infected. The U. S. Public Health Service esti- 
mates that 60,000 new cases of syphilis and one 
million of gonorrhea are still acquired each year 
—and many of them are not reported. 


Actuaries Announce Blood Pressure Study 


Both life insurance companies and doctors will 
have to change their “sights” on blood pressure as 
a result of the largest statistical investigation ever 
made of the effects on longevity of increased blood 
pressure. 

This investigation covered the mortality experi- 
ence over the years 1935-54. Its findings, just 
published under the title, 1959 Build and Blood 


Pressure Study, were made the first subject of 
continued on next page 
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discussion at the annual meeting of the Society of 
Actuaries in November. A panel which included 
Dr. John J. Hutchinson, medical director of the 
New York Life Insurance Company and chairman 
of the Mortality Committee of the Medical Direc- 
tors Association, analyzed this study for its under- 
writing and medical implications. 

Speaking of the findings on blood pressure, Dr. 
Hutchinson said, “Although this was not a clinical 
study, its implications should be of value to physi- 
cians. The consistent pattern of increased mor- 
tality from heart and circulatory diseases asso- 
ciated with slight increases in blood pressure 
emphasizes that clinicians cannot ignore the signi- 
ficance of small elevations in blood pressure. It is 
not reasonable to regard such variations as being 
within normal limits.” 

The actuaries agreed that even small elevations 
in blood pressure are associated with distinctly 
higher mortality and that this was the most notable 
finding of the four-year study. Most life insurance 
companies will have to re-examine their blood 
pressure ratings, they said, since the extra mor- 
tality found among persons with slight elevations 
in blood pressure may require the charging of an 
extra premium as a matter of fairness to other 
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policyholders. The study, which covers nearly 
4,000,000 persons, suggests that the incidence of 
elevated blood pressure is much higher than has 
been generally supposed. 

The same comprehensive investigation revealed 
that persons with elevated blood pressure who were 
also overweight were subject to still higher mor- 
tality. This was likewise true of persons with ele- 
vated blood pressure and albuminuria. 

On the other hand, the actuaries reported that 
during the past sixty years, there has been rela- 
tively little change in the excess mortality asso- 
ciated with overweight alone, except that tall over- 
weights appear in recent decades to have become 
better risks. Accordingly, no major changes in life 
insurance ratings for overweights are anticipated. 
However, the ratings for underweight are ex- 
pected to be lowered, because the mortality among 
underweights has improved considerably as com- 
pared with a generation ago when tuberculosis and 
pneumonia were the principal causes of death 
among such persons. 

Moderate and marked overweight continues 
nevertheless to result in a serious impairment of 
longevity. Men weighing 35 pounds over average 
are subject to at least 25 per cent extra mortality, 


_ Three-dimensional drawing showing microscopic view of hepatic cells. 
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while men weighing as much as 50 pounds over 
average may experience up to 75 per cent higher 
mortality. The lowest mortality at ages over 30 is 
found among those 15 to 20 pounds below average 
weight which may, therefore, be considered as the 
best weight. 

It is noteworthy, according to Mr. Edward A. 
Lew, actuary and statistician of the Metropolitan 
Life Insurance Company and chairman of the 
Study Committee which prepared the 1959 Build 
and Blood Pressure Study, that nearly half of all 
men and women over 30 are 20 per cent or more 
above their best weights, although only about six 
per cent of all men and eleven per cent of all 
women weigh 20 per cent or more in excess of 
average. 

Persons moderately or markedly overweight 
who reduced to about average weight were found 
to experience normal mortality for about ten years 
following reduction. 


Wide Variance Reported in Charges for 
Two-Bed Hospital Rooms 


The average charge for a two-bed semi-private 
hospital room in cities of more than 100,000 popu- 
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lation ranges from a low of $9.29 a day to a high 
of $27.80 a day, the Health Insurance Institute 
reported recently. When the nationwide survey was 
extended to cities with populations of 25,000 or 
more, the variance was wider, with a low of $8.00 
a day and a high of $32.00 a day, the Institute 
stated. 

The study was based on information supplied 
by the American Hospital Association from a sur- 
vey of hospitals throughout the U. S. conducted 
early in 1959. The survey measured weighted aver- 
age hospital room rates for cities of 25,000 or more 
population. 

The survey disclosed that generally rates and 
charges were higher in the West, Northeast, and 
North-Central sections of the country and lower 
in the South. 

There also is a considerable spread in the aver- 
age hospital rate within larger cities, due to the 
existence of both large and small hospitals, of which 
some offer comprehensive services and others make 
available simpler services. 

The difference in hospital rates and charges is 
reflected in most health insurance programs, said 
the Institute, whether it is a group plan or an indi- 


vidual policy. 
continued on next page 
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“Provision of medical care in the United States 
historically has been local in character and the 
charges established by the providers of medical and 
hospital services therefore reflect not only the cost 
of living in the local community, but the range of 
services provided and the types of patients served,” 
stated the Institute. 

Rates By City: The average rate for a two-bed 
semi-private hospital room, which varies both be- 
tween cities and within cities, is listed below for 
some of the nation’s larger cities, in descending 
order of cost: 

Oakland, $27.80; Los Angeles, $25.40; San 
Francisco, $25.22; Cleveland, $24.34; Boston, 
$24.04; Seattle, $23.50; New York City, $20.93; 
Minneapolis, $20.63 ; Detroit, $20.00 ; Washington, 
D. C., $19.80; Chicago, $19.77 ; Phoenix, $18.86; 
Milwaukee, $18.24; Indianapolis, $18.11; Balti- 
more, $16.94. 

Omaha, $16.85; Pittsburgh, $16.85; Philadel- 
phia, $16.48; St. Louis, $15.88; Denver, $15.66; 
Kansas City, Mo., $15.29; Salt Lake City, $14.71; 
Dallas, $14.44; Louisville, $14.30; New Orleans, 
$14.28; Miami, $14.24; Memphis, $13.68 ; Atlanta, 
$13.06 ; Tulsa, $12.09; and Montgomery, $9.29. 

Nearly 22 million persons, one out of every eight 
in the U. S., were admitted to the nation’s short- 
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term general hospitals in 1958, according to sta- 
tistics of the American Hospital Association. 


Surgeons to Meet in Boston, February 29-March 3 

Surgeons, nurses and related medical personnel 
from throughout the country are invited to attend 
a comprehensive, four-day Sectional Meeting of 
the American College of Surgeons in Boston, Mas- 
sachusetts, February 29 through March 3, 1960. 
Headquarters will be the Statler-Hilton and Sher- 
aton-Plaza hotels, with many sessions scheduled 
at leading Boston hospitals. 

This four-day meeting, a once yearly event in- 
augurated in Boston in 1953, will include sessions 
in general surgery and separate programs in the 
surgical specialties for gynecologists and obstetri- 
cians, ophthalmic surgeons, orthopedic surgeons, 
otolaryngologists, thoracic surgeons, urologists, 
and nurses. This meeting, like the annual clinical 
congress, is designed to inform the medical profes- 
sion at large about developments in surgery, and 
to focus attention on newer ways of handling prob- 
lems encountered in daily practice. 


R. I. Family Service, Inc. Establishes 
New Policy on Fees 
The Board of Directors of Family Service, Inc. 
has adopted the policy, effective January 1, 1960, 
that Family Service, Inc. charge fees for counsel- 
ing services provided by the professional staff. 
Under this policy individuals or families who are 
financially able to do so will be expected to pay 
for professional counseling services. This policy 
has been adopted because the directors and staff 
believe that in practice it will make the counseling 
service more widely available to the community. 
The Board's statement is as follows: 
Fees will be charged by Family Service, Inc. for 
counseling services to people who are able to pay. 
No one will be denied service because he cannot 
pay. 
Fees will be determined by use of a table which 
takes into account income and size of family. 
These range from 50¢ to $12.00 per week. The 
fee for an individual or family will be determined 
in consultation with the counselor. 
Fees will not be expected of the following : 
(a) persons seeking information only or those 
primarily referred to another agency. 
(b) persons receiving public assistance. 
(c) mentally ill or severely disturbed people. 
(d) parents of adolescents who are unwilling 
themselves to participate and pay a fee but 
are giving permission for their children to 
have service. 
(e) individuals or families coming for service 
who do so only because of pressure by the 
court, schools, or other community people. 
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Acute Illness Less Serious Today 

Although mortality rates and the threat of seri- 
ous communicable diseases have declined greatly 
since before World War II, the incidence of acute 
disabling illness in this country is still a serious 
burden, Health Information Foundation reports. 

In the December issue of its monthly statistical 
bulletin, PRoGREss IN HEALTH SERVICES, the 
Foundation analyzed two government surveys of 
acute illness, one covering 1957-58 and the other 
ranging over a 15-year period ending in 1943. 

In the more recent survey, the average person 
reported just over two cases of acute disabling ill- 
ness a year, compared with an average of less than 
one-half case per person annually in the earlier 
study. 

But differences in techniques used in making the 
two surveys, said the Foundation, do not at present 
justify drawing the conclusion that there is a “real” 
increase in the frequency of acute disabling illness 
conditions. On the other hand, it added, comparison 
does suggest that the average days of disability per 
case have probably decreased greatly since before 
the war. During the 1928-43 period the average 
acute disabling condition, for example, lasted 9.8 
days, while the average for 1957-58 was only 5.6 
days. 

In each study the rate of acute illness declined 
with age. The rate of illness among children under 
age five was about 50 per cent higher than the rate 
for all ages, while the rate for ages forty-five and 
over was only two-thirds that for all ages. 


Booklet Issued for Parents of Child 
with Rheumatic Fever 

A new booklet, HoME CarE OF THE CHILD WITH 
RueEuMATIC FEvER, has been published by the 
American Heart Association and its affiliates. 

The booklet was prepared especially for parents 
of children who have or are recovering from rheu- 
matic fever and for whom hospital care is either 
not advised or not available. 

Copies may be requested by physicians and 


| 123 


others from the Rhode Island Heart Association 
to give to parents of rheumatic fever patients. 

The twenty-four-page illustrated booklet goes 
into detail about the role of the mother in caring 
for the sick child and the importance of following 
the regimen prescribed by the physician. 

Instruction is included on bathing the child in 
bed, giving medicine, taking the pulse and tem- 
perature and keeping records for the doctor. Choos- 
ing and preparing food for the sick child, planning 
a daily schedule for mother and child and the use 
of home care equipment are also discussed. 


College of Surgeons Names 
Successor to Dr. Hawley 

Dr. John Paul North, Dallas, Texas, will become 
the director of the American College of Surgeons, 
effective January 31, 1961, it was announced re- 
cently by Dr. I. S. Ravdin, chairman, Board of 
Regents, American College of Surgeons. He will 
succeed Dr. Paul R. Hawley, the College’s Director 
since March, 1950. 

Dr. North has had a distinguished career as a 
surgeon and educator. He has been chief, Surgical 
Service, Veterans Hospital, Dallas, since 1955, and 
professor of clinical surgery at Southwestern Med- 
ical School of the University of Texas since 1946. 
He was in the private practice of general surgery 
in Philadelphia, 1932-42, at which time he held an 
appointment at the University of Pennsylvania as 
instructor and associate in surgery. He has been a 
Fellow of the College since 1935, and a member of 
the Board of Governors since 1954. 

During World War II, Dr. North was chief, 
Surgical Service, in the 20th General Hospital, 
CBI Theater, receiving the Legion of Merit in 1945 
for outstanding service. He was consultant to the 
Surgeon General, European Theater, in 1954, and 
is currently an active reserve, with grade of colonel. 
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MEDICAL SCHOOL DEANS’ REVIEW 


MEDICAL ADVANCEMENTS IN 1959 


a of American medical schools reported 
last month how the progress of medical science 
brought new health and new hope to the American 
people during 1959. 

The deans of eighty-four schools, polled by the 
American Medical Association on what they 
thought were the greatest medical achievements 
during the year, offered a plethora of divergent 
viewpoints, but they nearly all agreed on one point : 
intensive medical investigation is now going on in 
many quarters in the field of biochemical genetics. 

Doctor William S. Stone, dean of the University 
of Maryland School of Medicine, said “the biggest 
single achievement in the field of scientific medi- 
cine in 1959 has been the increase in our knowledge 
of the chemistry of genetics.” 

This field deals with man’s origins, his mode of 
development and reproduction of characteristics. 
Hence, the term genetics is applied to the study of 
heredity. 


Man Can Plan To Improve Himself 


Many biochemical geneticists, including Nobel 
laureates, are looking to the day when man can plan 
himself, and draft and carry out plans to improve 
the actual species as to intelligence, physique, and 
resistance to disease. 

Dean Stafford L. Warren of the University of 
California Medical Center, Los Angeles, said “a 
better understanding of the biochemistry of inhibi- 
tion of nerve impulses was achieved in 1959, and 
the relation of such chemistry to epileptic seizures 
has led to some revolutionary thinking.” 

He added that significant contributions also have 
been made to fundamental knowledge of the learn- 
ing process. “It has been possible,’ Doctor Warren 
said, “to trace on a brain-wave detecting device 
records of the learning process. As an animal 
learned a particular task at our center during the 
past year, a tracing of new electrical activity in a 
particular brain area could be recorded. This could 
be erased with drugs that caused the animal to 
temporarily forget what he had learned, but the 
tracing returned as the drug wore off.” 

Such basic learning, he said, may eventually 
achieve a better understanding of the nation’s 
major problem of mental health and bring about 
better methods of treatment. 


Open New Fields of Treatment 

Americans who received Nobel prizes in medi- 
cine in recent years, including the 1959 winners— 
Doctor Severo Ochoa of the New York College of 
Medicine and Doctor Arthur Kornberg of Stan- 
ford University—have contributed immeasurably 
to biochemical genetics. Through their contribu- 
tions they have opened up broad fields in the treat- 
ment and theory of a wide spectrum of disease. 
Their discoveries, capstones on previous work dur- 
ing more than half a century, have not only signi- 
ficant clinical implications, but shed new light on 
the nature of life and the future of man as a species. 

Doctor Charles A. Doan, dean of Ohio State 
University Medical School, Columbus, referred to 
what he termed “the great’’ discoveries of Doctors 
Ochoa and Kornberg. Their discoveries related to 
the biological synthesis of compounds called RNA 
and DNA for short. 

“The synthesis of RNA and DNA perhaps will 
have more far-reaching influence and effect on 
future biologic concepts and control than any other 
single advance this past year, or for many previous 
years,” said Doctor Doan, adding: 

“The potential influence of the application of 
this knowledge to genetics in particular can only 
be imagined at this time.” 


Study Hereditary Information 

‘All life is chemistry,” Doctor Ochoa said after 
hearing the news in October that he shared the 
Nobel prize in medicine, and then added: “The 
more we know of these chemical reactions, the 
more we know of life.” 

DNA and RNA have been under study for years. 

DNA is acknowledged to be the chemical that, in 
most living things, passes on hereditary informa- 
tion from one generation to the next. 

The other chemical, RNA, is a key substance in 
the production of protein, which is essential in the 
maintenance of tissue. RNA is found in some 
viruses—those which cause poliomyelitis and one 
called tobacco mosaic virus which produces a dis- 
ease in plants. RNA is thought also to pass on 
hereditary traits. 


List Specific Investigations 


The deans mentioned a number of specific med- 


ical investigations now being carried out in research 
concluded on page 126 
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MEDICAL SCHOOL DEANS’ REVIEW 
concluded from page 124 
centers throughout the country in the field of bio- 
chemical genetics. These include : 

—The phenomenon, technically known as trans- 
duction, through which a virus can carry genetic 
material from one cell to another, a significant step 
in the field of transplantation of organs. 

—Whether leukemia is produced by a virus 
and, if so, what virus is essential in initiating the 
disease, 

—What part enzymes play in many diseases. 
An enzyme is a complex chemical substance found 
largely in the digestive juices of the body which 
acts as a catalytic agent on other substances and 
then causes them to split up. A number of diseases, 
including epilepsy and multiple sclerosis, are 
thought to be of enzymatic metabolic origin. 

—Study of certain diseases in which, because of 
hereditary abnormality, the patient fails to manu- 
facture an enzyme, or manufactures an abnormal 
enzyme that will not work. 

—The possibility of moving heritable traits from 
one cell to another. 

—The role of genetic analysis as an indispens- 
able part in the understanding of the mechanism 
of cancer. 

—Clinical experimentation to determine the role 
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of genetic influences on such diseases as hyperten- 
sion, coronary ailments, schizophrenia, and dia- 
betes. 

—The possibility of making synthetic substances 
with enzyme activity and using these artificial en- 
zymes in the control of diseases resulting from 
abnormal or deficient enzymes. 

—The possibility of learning more about control 
of cell machinery and heredity, thereby conquer- 
ing many of man’s ills, including hereditary defects 
in metabolism and the more obscure conditions, 
such as cancer and the degenerative diseases. 


More Known About Chromosomes 


One dean, Doctor Thomas H. Hunter of the 
University of Virginia School of Medicine at 
Charlottesville, considered the “description of 
chromosomal abnormalities by several groups, both 
here and in England,” as an outstanding achieve- 
ment in medicine in 1959, 

He referred particularly to last April's announce- 
ment by British investigators that an irregular 
number of chromosomes inside living cells are re- 
sponsible for such grave conditions as Mongoloid 
idiocy, abnormalities of the sexual organs, and pos- 
sibly leukemia. Chromosomes are the microscopic 
life-threads that carry the genes of heredity—such 
as eye, hair, and skin color—ike beads on a string. 
They are found inside the germ cells that unite to 
form new organisms, such as a human fetus. 

“Methods have now been devised,” said Doctor 
Hunter, ‘for the mapping of human chromosomes 
which promises to shed light on the basic abnor- 
malities in many other conditions, but these find- 
ings in particular impress me as being of most 
fundamental importance since they clearly and 
unequivocally label such abnormalities as genetic 
in origin,” 


Trace Chromosomes to Disease 

The chromosome “mapping” and what it has 
revealed so far is exciting, scientifically. It proves 
not only that human beings can live with chro- 
mosomal abnormalities, but more importantly be- 
cause each chromosome, even a very small one, 
can lead to some of man’s gravest maladies. This 
raises the question as to whether some day cell 
researchers will be able to pinpoint the basic cause 
of a disposition toward cancer in the future. 

Dean W. C. Davison of Duke University School 
of Medicine, Durham, N. C., said that in his opin- 
ion the greatest single achievement in 1959 was 
“development of techniques for visualization of 
chromosomes in man and their correlation with 
certain disease states.” 
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BOOK REVIEWS 


THE CHEMICAL PREVENTION OF 
CARDIAC NECROSES by Hans Selye, M.D., 
Ph.D., Sc. The Ronald Press, New York, 1958. 
$7.50 


“The object of this monograph . . . is to co-ordi- 
nate the many, isolated observations on the necro- 
tizing cardiopathies in the light of newly acquired 
knowledge about the production and prevention of 
similar lesions in animals.” This on page 167 de- 
scribes the book’s purpose well. 

Hans Selye has the genius to accomplish the 
avowed purpose. He has co-ordinated unrelated 
observations, done much animal experimentation, 
and has made a unifying concept. We have all been 
aware for a long time of such definite changes in 
the electrocardiogram as occur with changes in 
electrolyte concentration especially changes in po- 
tassium and calcium. We are impressed with the 
coincidence of angina and myocardial insufficiency 
under stress. We know blood pressure is altered at 
least in part by sodium. Such observations were 
the starting point in Selye’s investigations. 

Using several species, but chiefly the rat, animals 
were treated to a variety of situations involving 
such diverse factors as trauma, cold, infection, 
steroids, and profound changes in electrolytes. The 
factors were most effective in altering muscle tissue 
staining when sensitizing or conditioning with a 
steroid was done first. 

In a great over-simplification the results indicate 
that potassium and magnesium ions in optimal 
serum concentrations exert a protective influence 
against cardiac muscle necrosis from these noxious 
agents above. 

Selye has a rare gift of genius which permits him 
to see only a few trees, look carefully at many more, 
and then very clearly see and describe a great 
forest system. He did this in his unifying concept 
of stress and the same type of unifying thinking is 
seen here again. All interested in the theory of 
medicine will read the book with satisfaction. The 
clinical cardiologist will recognize an explanation 
for some of the mysterious phenomenon he ob- 
serves. There are no direct clinical applications 
now but the monograph is replete with implications 
well worth studying. 


R. V. Lewis, M.D. 


HANDBOOK OF POISONING: DIAGNOSIS 
AND TREATMENT by Robert H. Dreisbach. 
Lange Medical Publications, Los Altos, Calif., 
1959. 2nd ed. $3.50 


This is an excellent handbook on poisoning! 
Doctor Dreisbach, professor of pharmacology at 
the Stanford University School of Medicine, men- 
tions in his preface that the purpose of the Hand- 
book is to provide a concise summary of the diag- 
nosis and treatment of clinically important poisons. 
The author strives for brevity and clarity. He 
divides the Handbook into VI Sections and an 
Appendix. 

The VI Sections are: Section I, General Con- 
siderations of Poisons and Poisoning; Section II, 
Pesticides and Other Agricultural Poisons; Sec- 
tion III, Industrial Hazards; Section IV, House- 
hold Chemicals; Section V, Medicinal Poisons; 
Section VI, Plant and Animal Hazards. 

The appendix deals with mechanical resuscita- 
tion equipment and oxygen equipment. This latter 
chapter comprises approximately 11% of the book 
and is excellent. It describes the name of the resus- 
citator or oxygen apparatus equipment, the manu- 
facturer, shows pictures of and outlines the opera- 
tion and maintenance of the equipment. 

There are many wonderful tables throughout the 
book as well as chemical formulas. In discussing 
each drug or substance, a brief history of the prod- 
uct is given followed by clinical findings, treatment, 
prophylaxis, and prognosis. On the front and back 
covers of the book are listed first-aid measures in 
poisoning and emergency equipment needed for 
treatment of poisoning. This will give precise and 
quick information to the physician at a glance. 

This Handbook is one of the books recommended 
by Doctor Cann, director of the National Clearing 
House for Poisons in Washington, D. C., to com- 
prise part of the basic library of Poison Control 
Centers throughout the United States. It is an 
excellent book on poisons and is a must for all 
pediatricians and general practitioners and strongly 
recommended to be on the desk of all physicians. 

JosepH S. KARAs, M.D. 
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BOOK REVIEWS 


A DOCTOR REMEMBERS by Edward H. 
Richardson, M.D. Vantage Press, N. Y., 1959. 
$3.95. 

I met Dr. Ed Richardson, who had entered 
Johns Hopkins Medical School in 1901, after I 
entered the School in 1904. In my last year at 
Brown University, I was told by my good old 
family doctor that I had a slight inguinal hernia 
calling for an operation or a temporary truss. I 
knew that I was to enter Hopkins soon so | de- 
cided I’d wait and have my operation there, prob- 
ably “for free.” In the fall of 1905, I presented 
myself to the outpatient department for examina- 
tion. I was examined by two young surgical in- 
terns, Dr. Richardson and Dr. Dick Follis (what 
reputations these two boys attained in future 
years!) After the examination, they withdrew to 
discuss my case. Needless to say, I was watching 
their every movement, frightened to death. Finally, 
Dr. Richardson came to me and said ‘McCann, get 
rid of the truss for we don’t find any hernia.” How 
grateful I was to him for that advice! Now, after 
fifty years of an active life, I have never had any 
sign of a hernia. 

In his book, Dr. Richardson spends his first 
chapter on his boyhood in Virginia. He apologizes 
for his lack of ability to write which is a mistake 
for Mark Twain had nothing on him. 

The most interesting part of his book, to me, 
begins with his medical school days and his rise to 
prominence as a surgeon at Hopkins. Every stu- 
dent should read his advice on “ambition.” I would 
frame it before the Oath of Hippocrates. That ten 
minutes of reading is worth the price of many 
books. 

The chapter on full-time professorship at the 
School is invaluable and I agree with him that such 
a plan has many drawbacks and should not have 
been adopted. This should be read carefully by 
men who have control over hospital procedure. 

The last section of the book deals with anec- 
dotes of personal experiences and are amusingly 
and well told. 

This book is a “must” for any doctor interested 
in medical education. 

James A. McCANN, M.D. 


Christopher's MINOR SURGERY. Edited by 
Alton Ochsner, M.p., and Michael E. DeBakey, 
M.p. W. B. Saunders Co., Phil., 1959. $10.50 


The eighth edition of Christopher's Minor 
GERY at first glance appeared to be completely dif- 
ferent from the fifth edition, so much so that an 
old copy was taken from the shelf for comparison. 
The preface to the older book, written by Doctor 
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Christopher himself, reveals that to him, the field 
of minor surgery was vaguely defined and probably 
included “surgery of the general practitioner, of 
the physician who does not have ready access to a 
large hospital or contact with surgical specialists, 
of the physician who has been unable to serve the 
prolonged apprenticeship in surgery necessary to 
fit him to carry out formal and complicated opera- 
tions, and of the resident surgeon and surgical 
intern.’” He went on to say, “since there are not 
enough professors of surgery, or even well-trained 
general surgeons to take care of all the surgical 
conditions which are described in this book and 
which occur over the country at large, this volume 
represents a sincere effort to bring to the doctors 
who must of necessity take care of the majority of 
these cases the latest... .’’ The following definition 
of minor surgery found in the eighth edition at first 
seemed to be a more rational and more desirable 
approach to the problem which would lead to an 
improved and more useful book. Editors Ochsner 
and DeBakey define minor surgery as comprising 
“those conditions that can be and should be diag- 
nosed and treated in a physician’s office, in an out- 
patient department of a hospital, or in a patient’s 
home.” 

The result of the change, however, was surpris- 
ing, and one might well consider whether an im- 
provement actually was effected. There are two 
chief reasons for this feeling. 

First, if one is willing to accept the latter defini- 
tion, one would expect the contents of the book to 
conform to the limitations imposed, and would ex- 
pect what in effect would be a description of the 
out-patient, office and home care practices of a 
given sphere of medical influence. It is doubtful 
whether this is the case. In addition to much excel- 
lently presented material, truly minor in surgical 
nature, one finds whole sections on diseases and 
treatment of the thyroid and parathyroid glands, 
imperforate anus in all its forms, arteriosclerosis 
with grafting of major blood vessels, and a general 
discussion of burns with therapy based on the rule 
of nines for as long as forty-eight hours post-burn. 
One contributor warned readers that the treatment 
of branchial cleft cysts and sinuses is probably 
preferably treated with the patient hospitalized and 
under endotracheal anesthesia. The presentation of 
these topics is not consistent with the wording 
“diagnosed and treated in the out-patient depart- 
ment, ...” This wide range of profound subjects in 
one volume, somehow slanted to a minor surgical 
perspective, as of necessity has resulted in a very 
superficial approach. Thus, while the above condi- 
tions could be diagnosed and cared for nowhere but 
in a major surgical unit, paradoxically, the manner 
of presentation renders the material inadequate for 


use therein. 
concluded on next page 


= 


130 


Second, one wonders whether minor surgery 
actually is confined to an out-patient department, 
an office or a home. It occurs where it is found, and 
a given condition, minor in one of the three speci- 
fied locations, is not rendered otherwise when per- 
formed in a small hospital, or for that matter, in 
a university hospital. 

The philosophy of the eighth edition appears to 
be not so practical as that of the earlier book. 
“Down to earthness” was one of Doctor Christo- 
pher’s many admirable qualities. Should one prefer 
the newer definition, however, the eighth edition 
could not be used as a guide or reference manual 
for minor surgery. 

Prospective purchasers (institutional and indi- 
vidual) would do well to review the book to estab- 
lish a need for it, and if one can be found, the book 
is highly recommended. 

J. E. M.p. 
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BIOPSY MANUAL by James D. Hardy, James 
C. Griffin, Jr., and Jorge A. Rodriguez. W. B. 
Saunders Co., Phil., 1959. $6.50. 


This manual, published by members of the de- 
partment of surgery of the University of Missis- 
sippt Medical School describes general principles, 
as well as techniques, errors and precautions in 
obtaining biopsies from all sites. It stresses the 
necessity of providing adequate material, as well 
as information for the pathologist to arrive at a 
correct histologic diagnosis. The descriptions of 
techniques are clear and accompanied by diagrams. 
They are of necessity brief and may not always be 
adequate to the individual surgeon. However, a 
list of references is appended for greater detail. 
This book may be of considerable value to the sur- 
gical house officers or to the surgeon who performs 
biopsies only occasionally. 

GEORGE F, MEISSNER, M.D. 
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PATTERNS OF MEDICAL EDUCATION TODAY 


H’’ DOES medical education look today both to 
medical students and practicing physicians? 
This was the theme of an unusual, nationwide sur- 
vey reported in a recent issue of Patterns of Dis- 
case, a publication prepared for and distributed to 
the medical profession by Parke, Davis & Company. 

This “double look” survey revealed some inter- 
esting variations in the student and physician 
responses. 

The most recent of its kind, it was conducted 
among 9,862 medical students representing 51 of 
the nation’s 84 medical schools and 5,065 physi- 
cians. Response to questionnaires exceeded 23%. 
The total number of medical students currently 
enrolled is approximately 30,000. 


Premedical Education 

A major point of student-physician disagree- 
ment concerned premedical preparation for med- 
ical school. Practically all of the students have 
received undergraduate degrees, even in a few cases 
graduate ones, with only 11% having no degree. 
About 80% of medical students felt their premed- 
ical education to be “valuable preparation for med- 
ical school,” giving as a major reason “background 
broadened in nonscientific areas.”’ Close to half the 
physicians, on the other hand, felt that a four-year 
premedical education was not necessary for med- 
ical studies. Most frequently cited reason was a 
“shorter period would be adequate.” 

However, both students and physicians favored 
more emphasis on liberal arts than on science. Close 
to 85% of the students had majored in science, but 
only about 20% said they would now recommend 
heavy science programs. About 40% of the physi- 
cians felt that premedical education should stress 
liberal arts, with approximately 30% preferring 
basic sciences. 

Although clinical training starting in the first 
year was reported by only 4% of the students, 25% 
felt it should begin at that time. Of improvements 
needed “classroom and examination procedures” 
were mentioned most frequently (accounting for 
50% of these responses) and “clinical practices” 
second most frequently. 

Slightly more than half of the general practi- 
tioners (53% ) and less than half of the specialists 
(46% ) felt that their medical training had not been 


practical enough. Leading reasons for the “No” 
responses were “too much emphasis on obscure 
diseases and problems of specialties” and “too little 
emphasis on business aspects of medical practice” 
among general practitioners, and “too little em- 
phasis on business aspects of medical practice” 
among. specialists. 


The Problem of Finances 

How do medical students manage financially 
during their long training period? “Help from 
parents” is apparently the commonest method 
(54% of the responses) ; a part-time job, second 
(37%); and “savings, summer work,” third 
(29%). Very few of the students feel that the 
cost of their training is exorbitant—‘extremely,” 
or “prohibitively high” being mentioned in only 
12% of the responses. 

Despite the length of training for a medical 
degree itself, the majority of medical students in- 
tend to specialize. A specialty was mentioned as a 
professional goal in 67% of the responses as com- 
pared to general practice in only 13%. Research 
was mentioned in only 15%. 

Medicine may be an arduous career, but most 
doctors would like their children to follow in their 
footsteps. A “Yes” answer to this question was 
given in the survey by 65% of the general practi- 
tioners and 56% of the specialists, with “personal 
satisfaction from service” as the most frequently 
cited reason for the choice. 

Among physicians giving a “No” answer, the 
most common reason was “work too demanding, 
hours too long.” 


Changing the Face of Medical Education 

Patterns also includes a comprehensive statistical 
survey of the current status of medical education 
focusing on its developments and problems. 

The face of medical education has been chang- 
ing radically over the past few years, the publica- 
tion reveals. In general the trend has been from a 
rigidly compartmentalized, formal didactic pro- 
gram to a more flexible, informal one with greater 
emphasis on conferences, clinical work earlier and 
interdepartmental joint teaching programs. 

Other trends noted are a rapid increase of stu- 
dent participation in medical research (10% to 


50% of the student body may be involved), and 
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the emergence of new disciplines (comprehensive 
medicine, family care) using the community as a 
teaching center. 

“New ‘experimental’ programs have flowered at 
medical schools across the country,” Patterns says. 
It reports as being among plans currently under 
way: clinical preceptorships beginning as early as 
the freshman year ; a five-year medical school pro- 
gram which selected students may enter after only 
two or three years of undergraduate work; and 
many types of integrated teaching programs and 
multidisciplinary laboratories. 


Shortage of Schools, Faculty 


Two major problems facing medical education 
today are shortage of schools and teachers. In the 
past sixteen years twelve medical schools have been 
activated, i.e., less than one a year. However, it has 
been estimated that in the next decade two to three 
more medical schools a year will be needed to main- 
tain the ratio of one physician to 750 population. 
In addition, by this time it is estimated that the 
number of applicants to medical school will have 
more than doubled—32,000 applicants to medical 
school by the late 1960’s as compared to 15,791 in 
1957-58. 

However, “perhaps the most critical problem 
facing medical education today is a nationwide 
shortage of faculty members, particularly in the 
basic sciences,” the publication reports. It points 
out that between 1957 and 1958 the number of un- 
filled faculty posts increased by about 9% and that 
only 32% of these were newly created positions in 
contrast to 45% the year before. At present there 
are 619 unfilled faculty positions in U. S. medical 
schools, that is, more than 7 per school. The publi- 
cation notes as a “salutary trend,” however, that 
since 1955-56 enrollments in advanced degree pro- 
grams in basic medical sciences have increased 
steadily. “Students involved are considered a de- 
pendable — though still inadequate — source of 
future basic science faculty,” it says. 
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